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In iron-deficiency anemia 


The daily g dose of elemental iron in 
SIMRON deli¥©?s as much hemoglobin response 
as this large amount in other iron 


salts. T SIMRON contains Sacagen, 


hart, becau®e 
a specjay agent which enhances iron absorption. 
But, Since h emogiobi™ response is the same, the 
real advantag e in SIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 


black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 


Also Available: SIMRON PLUS—when added 
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A New Major Medical Resource 


ALDACTONE 


ALDACTONE 


ALDACTONE is a new classic step forward in the treat- 
ment of severe and resistant edema, achieving hith- 
erto unmatched efficacy in relieving this condition. 
A typical case history illustrates the extent to which 
Aldactone can supplement and advance established 
medical resources for treating edema and ascites. 


Report of a Case* 

Mrs. L. S., 44, was admitted to the hospital on April 
17, 1959, with massive ascites, 3-plus edema of the 
legs and moderate pulmonary congestion. Three pre- 
vious admissions had established that she had rheu- 
matic heart disease with cardiac enlargement, atrial 
fibrillation and mixed valvular lesions. 

She was placed on a regimen of bed rest, digitalis 
and 0.5 Gm. of sodium daily. On treatment which in- 
cluded mercurials parenterally, hydrochlorothiazide, 
KCl, NH,Cl, aminophylline, prednisone, acetazolea- 
mide and lysine monochloride the patient lost 15 
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(Brand of Spi 
For Relief of Intractable Edema 


pounds, but her ascites did not diminish noticeably 
and her weight remained within the range of 130 to 
135 pounds from May 1 to May 30. 

On May 30, 100 mg. of Aldactone q.i.d. was added 
to her regimen. Progressive and continuous diuresis 
followed. Weight dropped from 130 to 107 pounds, 
her normal weight. The patient was discharged on 
June 14 completely free from ascites and peripheral 
edema. 

She was maintained on digitalis and hydrochloro- 
thiazide and had no further weight gain until Decem- 
ber 1959. She was then given 400 mg. of Aldactone 
daily for five days and again achieved dry weight, 
which was maintained as of February 1960. 
SUPPLIED: Aldactone (brand of spironolactone) is sup- 
plied as compression-coated yellow tablets of 100 mg. 
*Klass, A.: Cur. Therap. Res. 2:322 (July) 1960. 

c. p. SEARLE « co., Chicago 80, Illinois 
Research in the Service of Medicine 
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The American Academy of General Practice is a na- 
tional association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy's 15 standing itt 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1961 by the American Academy of 
General Practice. 


SCIENTIFIC ARTICLES 


Sneezes, Wheezes and Other Diseases 
Alfred S. Evans, M.D. 


Here is an excellent clinical review of the diagnosis and treatment 
of common upper respiratory infections. 


Nephrogenic Bone Disease . 
Leonard Berman, M.D. 


Review of Methods of Urinary Diversion 
Joseph Bloom, M.D. and John P. Merrill, M.D. 


A review of several methods of urinary diversion which may be 
required where urinary flow from the kidney is blocked by condi- 
tions which cannot be remedied surgically. 


The Arterial Flow Pattern . 
John C. Rose, M.D. 


Practical Therapeutics: 


Therapy in the Premature and Newborn Infant . 
George W. Dana, M.D. and Elton L. McCawley, M.D. 


Newborn infants, particularly the premature ones, cannot be 
treated as small editions of adulis. There are many special prob- 
lems— particularly regarding drug therapy. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Fallacies in the Management of the Pigmented 
Mole. DAN J. KINDEL, M.D. The question of 
what should or should not be done about a pig- 
mented mole is answered. 


Modern Shaving Techniques in Relation to Les- 
ions of the Skin. EDMUND F. FINNERTY, JR., 
M.D., WILLIAM R. HILL, JR., M.D. and SALVA- 
TORE J. MESSINA, M.D. The authors show how 
the method of shaving is related to various skin 
disorders. 


Ototoxicity of Certain Antibiotic Drugs. JoHN B. 
GREGG, M.D. and DEAN M. LIERLE, M.D. 
Several members of the broad spectrum group of 
antibiotics are shown to have definite and severe 
injurious effects upon the structures of the inner 
ear. 


Breast Masses— Accuracy of Clinical Diagnosis. 
F. A. ARCARI, M.D. and GERALD S. WILSON, 
M.D. Clinical diagnosis of benign versus malig- 
nant disease of the breast is difficult, and it is 
often proved wrong by histologic study, thus 
emphasizing the necessity of a biopsy of all 
discrete masses in the breast. 


The Management of Childhood Nephrosis. Don- 
ALD E. PICKERING, M.D. and GEORGE R. 
KERR, M.D. With modern methods of treatment, 
children with the nephrotic syndrome have an 
excellent chance of survival. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WILLI- 
AM WOLFF, M.D. and JOHN COMER, M.D. A 
timely review of the problems presented by open 
heart surgery. The program necessary to carry 
out this procedure is clearly described. 


108 
4 
| | 
3 


his first cereal... 
like his first formula...needs your guidance 


mother looks to you 


Baby’s first cereal can be his introduction to adult eating—an experience 
which can help set good eating habits for the rest of his life. Mother 
looks to you for help in making the right diet choices for her infant. Your 
advice is as important as it was when you prescribed his first formula. 


meets baby’s needs at this critical point 


PABLUM brand cereals are formulated especially to fill the infant's 
needs for important minerals—especially iron—and for proteins, vita- 
mins, carbohydrate, and’ calories. Available in five varieties—Rice, 
Mixed, Oatmeal, Barley, and High Protein—PABLUM cereals are 
highly useful in taste training. 


your assurance of nutritional excellence 


Mead Johnson applies the same rigorous controls to the manufacture 
of PABLUM cereals as it does to its other nutritional products and its 
pharmaceuticals. Your specification of PABLUM is assurance of sound 
nutrition in cereals for your patients’ first few years. 


Specified by physicians for nearly 30 years. 


Mead Johnson 


Symbol of service in medicine 
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Publisher’s Memo 


IN THE MAGAZINE’S infancy, pressruns for GP oc- 
casionally fell short. Circulation bounded up- 
wards with virtually every issue. It was difficult 
to anticipate needs. 

As the publication burgeoned, it became clear 
that larger press facilities would be required. A 
move was made to a Chicago printer. Since Sep- 
tember, 1952, The Lakeside Press has produced 
the family doctor’s own magazine. Imagine the 
adjustment and acclimatization (not to say con- 
fusion) occasioned by moving a journal from one 
printer to another. 

Today, from time to time, you see an advertise- 
ment in GP asking for copies of a back issue. Ful- 
filling requests for volumes sometimes depletes 
the supply. GP offers $1 plus postage to readers 
who relinquish their cherished copies to the 
common cause. 

In response to such a plea, an unusual copy of 
the February, 1953 issue turned up. It wasn’t as 
thick as other copies. A count revealed 32 of its 
200 pages were missing. They all contained 
advertisements. 

While it had remained intact, the section of 
scientific articles did not escape unscathed. Part 
of “‘Forms of Anxiety” was underlined. “Use of a 
Lozenge to Curb Smoking Appeal’ was under- 
lined and annotated. 

Here, we submit, is an example of reader in- 
terest. The day we can induce you (and GP’s 
29,000 other professional subscribers) to par- 
ticipate to this extent, we shall have reached an 
ultimate in periodical publishing. 

This is an ideal goal, to be sure, but one we 
reach for every issue. Our aim is to present articles 
(and advertising) of such value to your practice 
that you are irresistibly drawn into GP. We seek 
to implicate you. To this end, we solicit your 
comments, criticisms and suggestions. 

What would it take to make you mark a copy 
of GP, annotate it, tear out advertisements, then 
preserve the carcass seven years for reference? 

—M.F.C. 
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Why combining 


Serpasil’ with 

Serpasil alone often relieves vasoconstriction and decreases 
Esid rix’ im proves arterial pressure in hypertensive patients. In many cases, how- 


ever, excess fluid and sodium in the arteriolar environment 


control can keep constricted blood vessels from dilating fully in re- 
. sponse to antihypertensive therapy. By depleting excess fluid 
of high blood and sodium, Esidrix makes the vasculature more sensitive to 


other antihypertensive agents, thus enabling blood vessels to 
pressu re dilate to near-normal limits. When Serpasil is combined with 


used with permission of the patient. 


Hypertension plus 
congestive failure’ 


Mr. H. V., a 61-year-old retired 
pharmacist, suffers from hyperten- Ja 
sive arteriosclerotic heart disease. Ke 
In 1957 he was hospitalized after a 
myocardial infarction. 


In addition to high blood pressure 
(range: 176/100 to 184/106 mm. 
Hg) the patient had associated 
congestive failure—with ankle 
edema and dyspnea. 
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EXECUTIVE DIRECTOR’S 


Newsletter 


FEBRUARY, 1961 


SIGNIFICANT EVENTS 


Conference Favors > No one who watched the White House Aging Conference jell 

Forand-Type Plan was surprised to learn that it endorsed a social securit 
health insurance plan for the aged. The conference simply 
rubber-stamped the philosophies and sentiments of social 
welfare workers who used it as a launching pad for their 
1961 propaganda barrage. 

Only 285 of the 2,800 delegates had a chance to vote on 
this key issue. As expected, they voted 170-94 in favor 
of a Forand—and Kennedy—type plan. 

One reporter pointed out that the delegates were "led to 
the slaughter pen by a few well-chosen, well-informed and 
thoroughly indoctrinated leaders." The leader of the lead— 
ers seems to have been Prof. Wilbur J. Cohen, Kennedy's 
new assistant secretary of Health, Education and Welfare. 

Four days before the conference, Cohen said it had been 
"stacked" by the AMA and announced that he would not attend. 
It now appears that Cohen not only attended but also did 
the stacking. 

Marion Folsom, Eisenhower's secretary of HEW, endorsed 
the social security approach. This should make it easier 

for liberal Republicans to board the compulsory health 
insurance wagon. 


Cohen May Push > Don't be surprised if Cohen starts pushing his own version 
His Own Plan of a health-care—for—the-aged plan. He's been endorsing 
compulsory health insurance for many years and is smart 
enough to know that he can't sell sweeping welfare 
"reforms" in one large, red—ribboned package. 
Here's a possible Cohen gimmick: Come up with a bill that 
would pay hospitals—buit not doctors. In theory, this would 
overcome AMA objections and let Kennedy point out that he's 
not tampering with the private practice of medicine. 
‘Such a plan might put doctors on a warm and isolated spot. 
If the government picks up the hospital tab, will doctors 
voluntarily stay outside the subsidized circle? 


Janet Travell Is > Dr. Janet Graeme Travell, a New York City physician who 


+ discovered that President Kennedy's right leg is longer than 
Kennedy Physician his left, will be the first female White House physician. 


Dr. Travell, who describes herself as a general practitioner, 
graduated from Cornell in 1926 and is a member of the 
American Rheumatism Association. She is not board-certified. 
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Executive Director’ s 
Newsletter 


VA Budget Is 
$5.3 Billion 


Major Medical 
Plans Popular 


Filipino Physician 
Debates Exam 


>» On any given day during the coming fiscal year, there will 
be approximately 112,250 medical, surgical, tuberculosis 
and neuropsychiatric patients in VA hospitals. Their care 
will cost the taxpayer about $1 billion. An additional 
$66 million will be poured into VA hospital construction 
programs. 

The total VA budget will be at least .5 billion. The 
budget also includes enough to pay for 3.6 million out- 
patient medical visits and 55,000 dental procedures. 


> More than 25 million people are now covered by major medi- 
cal _ insurance policies. In 1950, the year after the first 


major medical policy went into effect, only 100,000 people 
were covered. 

At the end of 1960, 132 million people had hospital insur- 
ance; 120 million had surgical; 86 million, regular medical 
and 43 million, loss—of-income coverage. Benefits paid 
during the year totaled $5.6 billion with $3.0 billion 
coming from insurance companies and only $2.6 billion from 
other insuring agencies, including Blue Cross—Blue Shield. 


> Dr. Patricio Tan, president of the 2,000—member Philippine 
Medical Association of America, wants the State Department 
to review the "motives" of the Educational Council for 
Foreign Medical Graduates. Dr. Tan says that the certify- 
ing exam, endorsed by the AMA and flunked by many foreign- 
trained physicians, is "very difficult." 

Under a recent directive, physicians who do not pass the 
exam are not considered qualified to assist with the care 
of patients in accredited American hospitals. Dr. Tan, a 
30-year-old surgical resident at St. Clare's Hospital in 
New York, points out that the exam may violate the intent 
of the Information and Educational Exchange Act of 1948. 


—M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 1961 SCIENTIFIC ASSEMBLY, 
APRIL 17-20, IN MIAMI BEACH. FOR HOTEL RESERVATIONS, SEE 
PAGE 217. 
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Faced with a growing narcotics menace, the State 
of California is proposing stiffer controls. In- 
creased protection for informers, stiffer penalties 
for peddlers, mandatory state hospitalization 
for addicts and new laws permitting virtually 
unlimited search of abodes of narcotics suspects 
have been recommended. 


Six federal civil service 
emergency hospitals, 
valued at $23,000 each, 
will be stored under- 
ground in Nassau Coun- 
ty, N.Y. The hospitals 
include x-ray and oper- 
ating equipment, a 
gasoline-powered gener- 
ator, 200 cots and med- 
ical supplies. Medical 
teams from local civil- 
ian hospitals, supple- 
mented by Civil De- 
fense medical service 
members, have been 
trained to operate these 
emergency units. 


The Food and Drug Administration announced it 
is moving to ban a Norwich Pharmacal Co. infec- 
tion-fighting prescription drug from the market. 
The FDA claims that side effects (nausea, vomit- 
ing) make it “unsafe.” 


The New York County Medical Society is support- 
ing Governor Rockefeller’s proposal to help for- 
eign-trained physicians pass exams that would al- 
low them to work in New York hospitals. The 
governor has offered state assistance for the im- 
mediate establishment of training programs to 
enable these physicians to take an April exam. 
The society also reiterated its opposition to the 
AMA’s deadline barring these graduates from 
caring for patients in U.S. hospitals. 
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Quantum Sufficit 


The New Jersey Departments of Health and of 
Law and Public Safety have asked Governor 
Meyner to endorse legislation requiring licensing 
of all drug manufacturers and wholesalers in the 
state. The move is a direct result of the discovery 
of counterfeit drug marketing operations in the 
state. 


The Supreme Court agreed to review a lower court 
decision which the government fears might open 
the way to damage suits involving billions of dol- 
lars of property appraised by the FHA. The lower 
court allowed $8,000 damages in a case where a 
home appraised by the FHA as sound turned out 
to be built on rapidly settling clay. 


Physicians in British Columbia have authorized 
their own Medical Services, Inc. They hope to en- 
roll enough of the province’s 40 per cent unin- 
sured population to preclude pressure for state 
medicine. 


The merger actions of Warner-Lambert Pharma- 
ceutical Co. and Minnesota Mining & Manufac- 
turing have been temporarily suspended. Officials 
of both companies said the step was taken to give 
the Justice Department time to decide whether 
the combination would violate antitrust laws. 


The days of spinning 
your wheels on icy 
streets may be gone. 
For $29.95, you can 
now get traction for the 
car’s rear wheels by 
pushing a dashboard 
button that releases 
sand from bags under 
the car. The maker of 
the new gadget says it 
can also be used while 
the car is moving, in- 
suring safer stops. 
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The Canadian Medical 
Association has recom- 
mended that the Ca- 
nadian Pharmaceutical 
Association take steps 
among its members to 
curtail or eliminate di- 
rect mail advertising, 
saying it has reached 
the point where it is 
nothing more than a 
nuisance. 


A new national organization has been formed to 
combat and treat mental illness on a family 
rather than an individual basis. The Family In- 
stitute will offer program assistance to more than 
600 family agencies and counseling centers in the 
US. 


A National Association for the Prevention of 
Addiction to Narcotics has been formed to com- 
bat addiction through community education, re- 
vision of existing laws and improvement of treat- 
ment methods. It will also conduct a national 
fund-raising campaign to build an addicts’ hos- 
pital in New York. 


European medical schools have attracted some 
2,200 Americans—most of whom were unable to 
get into U.S. schools. 


New insurance for slip- 
pery winter surfaces: A 
clear plastic sheeting 
containing designed pat- 
terns of self-adhesive 
rubber strips. You ap- 
ply it to a dry, smooth 
area, withdraw the 
sheet. The strips ad- 
here, resulting in skid- 
Proof walking. 
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The Army is tripling supplies of antibiotic drugs 
that would be used in germ warfare. Reason: 
“There is an enemy capability of unknown mag- 
nitude to induce illness of personnel through ex- 
posure to biologic agents.” 


A “blind prediction” study of 4,000 healthy men 
has been intitiated in San Francisco to determine 
what will cause some of the group to have heart 
attacks in the next five years. 


More than 10,000 civilian physicians are full-time 
employees of the federal government. About 75 
per cent are connected with the VA. 


The absence of horse 
thieves in Orange Coun- 
ty, N.Y., has proved a 
$100 boon to Cornwall 
Hospital. The 150-year- 
old horse thief detecting 
society voted to turn 
the money over to the 
hospital because there 
had been no investiga- 
tions to finance. 


A survey of University of Arkansas senior medical 
students indicates that 60 per cent plan to enter 
general practice. 


According to the U.S. Bureau of Labor Statistics, 
the national average fee for a general practition- 
er’s house call rose to $6.55 in September, 1960. In 
September, 1959, the average fee was $6.39. The 
fees for office visits for the same periods were 
$4.00 and $3.92, respectively. 


At the close of the business day, January 19, the 
net asset value per share of Associations Investment 
Fund, Inc., was $5.29. 
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Georgia. President: Joseph B. Mercer, M.D., 1514 Union 
St., Brunswick; Secretary-Treasurer: W. Mercer Mon- 
crief, M.D., 756 Cypress St., N.E., Atlanta; Executive 
Secretary: Mr. Milton D. Krueger, 938 Peachtree St., 
N.E., Atlanta 


Hawaii. President: J. I. Frederick Reppun, M.D., 45-461 
Pua Inia, Kanoehe, Oahu; Secretary-Treasurer: David 
Koon Lee Pang, M.D., 1741 Nuuanu Ave., Honolulu; 
Executive Secretary: Mr. R. M. Kennedy, 510 S. 
Beretania St., Honolulu 
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State Chapter 


Presidents and Secretaries 


Idaho. President: John T. Brunn, M.D., 123 E. Idaho, 
Meridian; Secretary: Joseph B. Marcusen, M.D., 1111 
6th St., Nampa 


Illinois. President: Joseph G. Gustafson, M.D., 1630 5th 
Ave., Moline; Executive Director: H. Marchmont- 
Robinson, M.D., 14 E. Jackson Blvd., Chicago 


Indiana. President: Harry Pandolfo, M.D., 234 E. Southern 
Ave., Indianapolis; Executive Secretary: Mr. Charles 
G. Dosch, 1403 N. Delaware St., Indianapolis 


Iowa. President: Henning W. Mathiasen, M.D., Bennett 
Bldg., Council Bluffs; Secretary-Treasurer: Arnold T. 
Nielsen, M.D., 215 Walnut St., Ankeny; Executive Secre- 
tary; Mrs. Isabelle Wandling, 608 Bankers Trust Bldg., 
Des Moines 


Kansas. President: J. Allen Howell, M.D., 10914 S. Wash- 
ington, Wellington; Secretary-Treasurer: Norman H. 
Overholser, M.D., 300 S. Main, El Dorado; Executive 
Secretary: Mr. Gene M. Wilcox, 506 State Bank Bldg., 
Winfield 


Kentucky. President: John G. Archer, M.D., Prestonsburg 
Hospital, Prestonsburg; Executive Secretary: James S. 
Williams, M.D., 1169 Eastern Pkwy., Louisville 


Louisiana. President: Ernest B. Flake, M.D., Medical Arts 
Bldg., Shreveport; Secretary: Francis I. Nicolle, M.D., 
1326 Foucher St., New Orleans; Executive Secretary: 
Mrs. Helen Lear, 4719 S. Carrollton Ave., New Orleans 


Maine. President: Sidney R. Branson, M.D., South Wind- 
ham; Secretary-Treasurer: John D. Denison, M.D., 105 
Brunswick Ave., Gardiner 


Maryland. President: Andrew C. Mitchell, M.D., 211 
Maryland Ave., Salisbury; Secretary: Charles P. Crimy, 
M.D., 2722 E. Monument St., Baltimore; Executive 
Secretary: Mr. William J. Wiscott, 3722 Greenmount 
Ave., Baltimore 


Massachusetts. President: Leonard F. Box, M.D., 39 
Broadway, Beverly; Secretary: Charles W. Stratton, 
M.D., 2 Park St., Lee; Executive Secretary: Mr. William 
T. Maloney, 6 Beacon St., Boston 


Michigan. President: Howard C. Rees, M.D., 15700 Mack 
Ave., Detroit; Executive Secretary: E. Clarkson Long, 
M.D., 2626 Rochester Ave., Detroit 


Minnesota. President: Franklin H. Dickson, Jr., M.D., 400 
S. Ugstad Rd., Proctor; Secretary-Treasurer: Herb L. 
Huffington, M.D., 123 S. 2nd, Waterville; Executive 
Secretary: Mrs. Donna Kasbohm, 123 S. 2nd, Waterville 
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Mississippi. President: Tom H. Mitchell, m.p.,.The Street 
Clinic, Vicksburg; Secretary-Treasurer: Joha Roy Bane, 
Jr., M.D., 809 Westland Plaza Arcade, Jackson; Execu- 
tive Secretary: Miss Louise Lacey, Box 1435, Jackson 


Missouri. President: Preston C. Hall, M.p., 3902A Lafay- 
ette, St. Louis; Secretary-Treasurer: John F. Pearl, m.p., 
St. Clair; Executive Secretary: Mr. Raymond McIntyre, 
622 Missouri Theatre Bldg., St. Louis 


Montana. President: Philip D. Pallister, M.p., Boulder; 
Secretary-Treasurer: John Jerome Wildgen, M.D., Sunset 
Blvd. and Nevada, Kalispell 


Nebraska. President: Ivan M. French, M.D., 964 N. Laurel 
St., Wahoo; Secretary-Treasurer: John A. Brown, III, 
M.D., 1138 N. 11th St., Lincoln; Executive Secretary: 
Mrs. Aletha E. Kos, 412 Lincoln Liberty Life Bldg., 
Lincoln 


Nevada. President: Roy M. Peters, M.D., 485 Arlington, 
Reno; Secretary-Treasurer: John M. Watson, M.D., 1845 
Prater Way, Sparks 


New Hampshire. President: Reginald F. DeWitt, m.p., 
174 Main St., Plymouth; Secretary: William F. Putnam, 
M.D., Lyme; Executive Secretary: Mr. Hamilton Put- 
nam, 18 School St., Concord 


New Jersey. President: Benedict B. Scasserra, M.D., 164 
Nassau St., Princeton; Secretary: George C. Parell, M.D., 
467 Mount Prospect Ave., Newark; Executive Secretary: 
Mr. Arthur R. Ellenberger, 120 Halsted St., East Orange 


New Mexico. President: Ulysses S. Marshall, M.pD., 401 N. 
Pennsylvania, Roswell; Secretary-Treasurer: Randall 
W. Briggs, M.D., 406 N. Pennsylvania, Roswell 


New York. President: Edward H. Morgat, M.D., 8254 
Buffalo Ave., Niagara Falls; Secretary-Treasurer: Ray- 
mond S. McKeeby, M.D., 84 Main St., Binghamton; 
Executive Field Secretary: Mr. Carl-T. Weber, 84 Main 
St., Binghamton 


North Carolina. President: Ralph B. Garrison, M.D., 222 
Main St., Hamlet; Secretary-Treasurer: John R. Bender, 
M.D., Nissen Bldg., Winston-Salem; Executive Secretary: 
Mrs. Ann Collins, 124 Rhyne Ave., Winston-Salem 


North Dakota. President: William M. Buckingham, M.D., 
Box 6, Elgin; Secretary-Treasurer: Richard D. Nierling, 
M.D., 401 3rd St., S.E., Jamestown 

Ohio. President: Roger A. Peatee, M.D., 140 S. Prospect 

St., Bowling Green; Executive Secretary: Mr. Robert 

Wilson, 1500 W. 3rd Ave., Columbus 
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Oklahoma. President: Robert T. Sturm, M.D., 1111 N. Lee, 
Oklahoma City; Secretary-Treasurer: Arnold G. Nelson, 
M.D., Box 5646, Midwest City; Executive Secretary: 
Leona Duncan, 503 Medical Arts Bldg., Oklahoma City 


Oregon. President: Murdock E. McIntyre, M.D., 950 Pat- 
terson, Eugene; Executive Secretary: Mr. George Wann, 
6923 S.W. 15th Ave., Portland 


Pennsylvania. President: Edward J. Kowalewski, M.D., 
Rothsville; Secretary: Hiram L. Wiest, M.D., 2045 State 
St., East Petersburg; Executive Director: Mr. Calder C. 
Murlott, Jr., 2046 Market St., Harrisburg 


Rhode Island. President: Frank C. Jadosz, M.D., 1300 
Elmwood Ave., Cranston; Secretary-Treasurer: Richard 
J. Kraemer, M.D., 2907 Post Rd., Greenwood P.O., 
Warwick; Executive Secretary: Mrs. Madeline Flanigan, 
2907 Post Rd., Greenwood P.O., Warwick 


South Carolina. President: Martin M. Teague, M.D., 501 S. 
Harper St., Laurens; Secretary-Treasurer: Horace M. 
Whitworth, M.p., 301 E. Coffee, Greenville; Executive 
Secretary: Margaret A. Turner, Box 161, Woodruff 


South Dakota. President: Magni Davidson, M.D., Brook- 
ings Clinic, Brookings; Secretary-Treasurer: Howard R. 
Wold, M.D., 820 N. Washington, Madison 


Tennessee. President: John L. Armstrong, M.D., Somer- 
ville; Secretary-Treasurer: Wendell W. Wilson, M.D., 
1200 Hadley St., Old Hickory; Executive Director: Miss 
Betty Taylor, 2010 Church St., Nashville 


Texas. President: Jack M. Partain, M.D., 205 Camden St., 
San Antonio; Executive Secretary: Mr. Donald C. 
Jackson, 1905 N. Lamar Blvd., Austin 


Utah. President: Eugene Y. Hall, M.p., 141 E. 2nd S., Salt 
Lake City; Secretary-Treasurer: Harold E. Young, Jr., 
M.D., 2S. Main, Midvale 


Vermont. President: Donald W. Humphreys, M.D., 212 
Silver St., Bennington; Secretary-Treasurer: Edward B. 
Crane, M.D., Box 306, Charlotte 


Virginia. President: Boyd H. Payne, M.D., Professional 
Bldg., Staunton; Secretary: Samuel F. Driver, M.D., 3604 
Williamson Rd., Roanoke; Executive Secretary: Mrs. 
Louise B. Greiner, 4205 Dover Rd., Richmond 


Washington. President: Arthur L. Ludwick, m.p., 5 N. 
Wenatchee Ave., Wenatchee; Secretary-Treasurer: John 
E. Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter Lapsley, 216 W. 37th 
St., Vancouver 
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West Virginia. President: James Keith Pickens, M.D., 116 
S. 5th St., Clarksburg; Secretary: Liskie J. Moore, M.D., 
1024 5th Ave., Huntington; Executive Secretary: Mr. 
Donley T. Shultz, Box 1187, Fairmont 


Wisconsin. President: Robert E. Callan, M.D., 1733 W. 
Wisconsin Ave., Milwaukee; Secretary-Treasurer: John 
A. Kelble, M.p., 2040 W. Wisconsin Ave., Milwaukee; 
Executive Secretary: Mr. Robert H. Herzog, 2040 W. 
Wisconsin Ave., Milwaukee 


Wyoming. President: Nels Algot Vicklund, M.D., 443 Big 
Horn St., Thermopolis; Secretary-Treasurer: Willard H. 
Pennoyer, M.D., Hynds Bldg., Cheyenne 


Puerto Rico. President: Hector M. Sampayo, M.D., Box 
1809, San Juan; Secretary-Treasurer: Ralph J. Lum, 
Jr., M.D., 601 Miramar Ave., Santurce 


MOVING? 


WHEN YOU CHANGE your address, be sure to notify GP 


Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply print your name, old 


address and new address on a 3c postal card and send it to: 


GP Circulation, Volker Boulevard at Brookside, Kansas City 


12, Missouri 
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edema hypertensi 


more doctors are prescribing— 
more patients are receiving the benefits of— 
more clinical evidence exists for— 


CHLOROTHIAZ 


than for any other diuretic-antihypertensiy 


DIURIL is unique. There is no other brand of Supplied: 250-mg. and 500-mg. scored tablets DIURIL chi 
chlorothiazide thiazide in bottles of 100 and 1000. 


DIURIL is a trademark of Merck & Co., INC. 
Additional information is available to the physician on request. 


Dosage: Edema—One or two 500-mg. tablets DIURIL once or | 
twice a day. Hypertension—One 250-mg. tablet DIURIL or one MERCK SHARP & DOHM | 
500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, a, 
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Letters from Our Readers 


Hawley Again 


Dear Sirs: 

What can we do about this demagogue (Dr. Paul 
Hawley) whose sweeping verbal generalizations have 
done more to accomplish totalitarian control of the 
medical profession than all of Walter Reuther’s 
maneuvers? Paradoxically he has done it all in the 
name of ethics. 

We can lay at his grave stone the present “Spy on 
Thy Brother,” tactics of many hospital surgical 
committees. This is to me irrefutable evidence of a 
totalitarian tactic intent on breaking down our 
medical ethical standards. 

I was taught to expect to share medical knowledge 
for the betterment of patient care through ethical 
dissemination of professional knowledge and skills to 
all and among all. 

Though many give lip service to this dictatorial 
personality, fortunately, most surgeons do not 
practice his ethically destructive tactics, even though 
the economic advantage of such behavior is obvious 
to all. 

Hawley must be a joy to all would-be socializers 
with his lack of concern for people and their con- 
stitutional rights, with his contempt for their in- 
telligence and his dedication to medicine for monies 
sake. 

He hides his true intent behind a smoke screen of 
platitudes. He probably hides this intent even from 
his own consciousness, like any good demagogue 
would do. 

No doubt I am allowing myself to get ‘pushed out 
of shape,’ but his statements before the American 
College of Surgeons were the most self-righteous, 
malicious and conceited utterances I have ever heard 
and I cannot let them pass without comment. 

The man is dangerous to the welfare of ethical 
Medicine. 

LEwIs H. V. MAy, M.D. 
Temple City, Calif. 
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Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Backward Step 


Dear Sirs: 

I hope that the change in cover design brought 
about in the November issue is only a temporary one, 
because I have found most convenient and most 
satisfactory the summary of contents published 
under ‘‘In This Issue,’’ as well as notices such as that 
about the date of the Miami Beach meeting. Re- 
placing these with the picture of the William Volker 
Memorial Fountain in Kansas City is certainly a 
step backward, in my opinion. 

CHEVALIER L. JACKSON, M.D. 

Professor of Laryngology and Broncho-Esophagology 
Temple University School of Medicine 
Philadelphia, Pa. 


The cover photo in the November GP was only a 
change of pace for the stand-by, ‘In This Issue.’’ GP’s 
backward step was in not relating the photo to the inside 
story, ‘‘America’s Aged: No Help Wanted,” on pages 
143-144.— PUBLISHER 


Radiologic Relationshi 


Dear Sirs: 

I read Dr. DeTar’s article, ‘““The Family Physician 
and the Radiologist,” in the November GP with 
great interest, pleasure and pride. I was happy that 
the same fine relationship between general practi- 
tioner and radiologist that exists here in Fredericks- 
burg is the rule elsewhere as well. 

This radiologist, right from his professional birth, 
has considered himself a general practitioner with a 
major interest in diagnosis and treatment by means 
of the roentgen ray. It can not be otherwise with the 
radiologist practicing in a small town. 

In common with the general practitioner, I refer 
certain radiologic problems (usually therapeutic) 
that are beyond my training, experience, facilities 
and temperament to the higher echelons with com- 
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have you 


heard, 
Chymoral 


cuts healing time 
respiratory inflammation 


By subduing the inflammatory reaction of respiratory 
tract tissues, Chymoral liquefies thickened bronchial 
secretions and affords easier expectoration of muscus 
plugs. Ina series of 48 patients with bronchial asthma, 
44 were afforded relief with Chymoral therapy that was 
judged “good to excellent.’ In chronic obstructive 
emphysema, Chymoral has improved both vital ca- 
pacity and the ability to expectorate without severe, 
racking cough effort.? And in sinusitis or rhinitis there is 
a definite reduction of inflammation and edema of the 


nasal and sinal mucosa, along with improved airflow.?:3 


controls inflammation 
curtails swelling, curbs pain 


1. Taub, S. J.: Clin. Med. 7:2575, 1960. 2. Clinical Reports to the Medical 
Department, Armour Pharmaceutical Company, 1960. 3. Billow, B. W.; 
Cabodeville, A. M.; Stern, A.; Palm, A.; Robinson, M., and Paley, S.S.: 
Clinical Experiences with Oral Anti-inflammatory Enzyme for Intesti- 
nal Absorption. Southwestern Med. 47 :286, 1960. 


CHYMORAL 
Chymoral is an ORAL anti- inflammatory enzyme tablet spe- 
cifically f lated for int sorption. Each tablet 
provides ic activity, it to 50,000 Armour 


Units, supplied by a purified concentrate which has specific 
trypsin and chymotrypsin activity in a ratio of approximately 
six to one. ACTION: Reduces inflammation of all types; re- 
duces and prevents edema except that of cardiac or renal 
origin; hastens absorption of blood and lymph extravasates; 

regional ; promotes healing; reduces pain. 
INDICATIONS: Chymoral is ind d in respiratory condi- 
tions to liquefy thickened secretions and suppress inflamma- 
tion of mucosa and bronchiolar tissue; in accidental trauma 
to speed reduction of hematoma and edema; in inflammatory 
dermatoses to ameliorate acute inflammation in conjunction 
with standard t ies; in gy conditions to sup- 
press inflammation and edema and stimulate healing; in surgical 
procedures to minimize surgical trauma with inflammation and 
swelling; in genitourinary disorders to reduce pain and promote 
faster Hi tion, in ophthalmic and torhinolaryngic conditions 
to lessen hematoma, edema and inflammatory changes; in 
dental procedures to lessen pain and gum tissue trauma, with 
inflammation and swelling, in reaction to extractions or surgery. 
CONTRAINDICATIONS: None known. SIDE EFFECTS: None 
reported in clinical use. DOSAGE: Recommended initial dose 
is two tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 tablets. 


ARMOUR PHARMACEUTICAL COMPANY kanxaxee, tuinois Armour Means Protection 


CHYMORA 


© Jan., 1961, A. P. CO. 


enzyme tablet 
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plete confidence that my professional stature has not 
suffered thereby. 

A radiologist who does not learn from his referring 
physicians, general practitioners and specialists 
alike, is simply keeping his mouth open and ears 
shut. A radiologist who does any talking down to a 
competent general practitioner has more faith in his 
shadowy world than the facts merit, and should be 
thoroughly deflated. He might consider, too, it is 
really not too difficult to be a competent specialist; 
it is a herculean job, however, to be a competent 
general practitioner. 

The doctor whose radiologist is too busy for con- 
sultation should get himself another radiologist. 
Under no circumstances does the good radiologist 
feel more secure in interpreting his films than when 
the specialist or general practitioner is at his side 
taking part in the “give and take” of the true 
radiologic consultation. 

Your comments about reading ‘“‘outside films” in- 
terest me very much. As in everything else in medi- 
cine, the welfare of the patient comes first. I took a 
half day off from a busy practice to go 50 miles out 
in the country to help two fine young general practi- 
tioners set up some simple techniques on their port- 
able x-ray unit. 

It is not realistic to hope that people in need of 
simple traumatic radiology should travel this 
distance for a professional examination. Although I 
subscribe to the opinion that there is no “‘minor 
radiology,” just as there is no “minor surgery,” I 
feel that under such conditions, an examination that 
may be suboptimal is better than none, and I am 
always happy to offer opinions on any half-way 
technically acceptable examination with any limita- 
tions due to the technique clearly stated, and to give 
Suggestions on how the radiography might be im- 
proved. 

My cooperation stops dead, however, when our 
friends with little equipment and less training start 
examining gallbladders and urinary tracts, not to 
mention stomachs and colons. 

Since essentially no radiology is done in this com- 
munity except by me, I do not meet the problem of 
interpreting roentgenograms done elsewhere in the 
community. I should probably not take kindly to it 
for two main reasons: (1) A nonprofessional examina- 
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tion done locally where professional service is 
readily available does not subserve the medical 
interests of the patient best. (2) Even if the examina- 
tion is of professional quality, I have my own 
technique that has been evolved over many years 
with meticulous attention to such details as optimal 
scale of contrast; a definite brand name, amount and 
density of the several contrast agents; the very 
obvious matter of my own routine projections for a 
given problem that I have been accustomed to; my 
own fluoroscopic observations, and many other such 
matters that need not be gone into at this time. When 
these details are different, I am simply not com- 
pletely ‘‘at home.” 

The expense of a required professional radiologic 
examination should never be a deterrent to such an 
examination; any radiologist worth his salt is not 
only willing but even glad to revise his fees down- 
ward, right to zero, in hardship cases. 

CHRISTIAN V. CIMMINO, M.D. 
Fredericksburg, Va. 


What Image?? 


Dear Sirs: 

Having removed my golf clubs from the Cadillac 
and poured myself a good stout highball, I take pen 
in hand to refute your statement in a November GP 
editorial concerning the public image of the average 
doctor as a whisky-drinking, golf-playing, Cadillac- 
driving person. 

ROBERT E. QUINN, M.D. 
Georgetown, S.C. 


Doctors for Ohio 


Dear Sirs: 

I am writing this letter in behalf of the people, the 
civic organizations and the churches of the Waynes- 
ville, Ohio area. We are very much in need of a 
medical doctor or two in our community. There is a 
good opportunity for two doctors working together 
in a clinic situation. We have access to property and 
a building in which the clinic can be located, with a 
lot of room for parking. 

Waynesville is on the Little Miami River in 
Northeast Warren County. We are on the fringe of 
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a new potent, non-staining, antifungal agent 
FOR MONILIASIS 


SPOROSTACIN 


TRADEMARK 


soothing, odorless, white, vaginal fungicide 


@e Exceptional fungicidal activity 
e Enthusiastic patient acceptance 


@ Outstanding clinical results 
Lapan, B.: Am. J. Obst. & Gynec. 78:1320, 1959. 
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Yours Truly 


the fastest growing area in Ohio. Our community is 
due for a rapid development in the near future. In 
our community we have a new drug store operated by 
a life-long resident pharmacist, ambulance service, 
and have access to hospitals in Cincinnati, Dayton, 
Xenia, Wilmington and Middletown. A new hospital 
is soon to be a reality in Kettering which is only 20 
minutes away. 

There is real opportunity for a rich business. We 
have no doctors of medicine in Wayne Township, 
nor in Massie Township which adjoins Wayne. If 
anyone is interested please write me and I will be 
glad to give additional information. 

THE REv. WILLIAM MILLER 
Box 294 
Waynesville, Ohio 


1960 Kudos 


Dear Sirs: 

Let me compliment you highly on the format of 
the 1960 Abstracts. Excellent and expert outlining— 
tailor-made for rapid and efficient reading. I felt I 
was there! Keep up the good work until I am able to 
attend in person. 

R. C. JACOBI, M.D. 
Oxford, Mich. 


Dear Sirs: 

The Abstracts are a fine way to present (Assembly) 
material and save the doctor’s time ... nicely 
bound . . . a good book. 

A. E. CHADWICK, M.D. 
New Brighton, Pa. 


Dear Sirs: 
Abstracts . . . is a beautiful volume. Please convey 
my appreciation to those responsible. 
HAROLD E. HIMWICH, M.D. 
Galesburg, IIl. 


Dear Sirs: 

This year’s Abstracts surpasses all others—a 
beautiful and very useful volume, as well as a factual 
recall on an excellent meeting. 

MAryY ELIZABETH JOHNSTON, M.D. 
Tazewell, Va. 


G P February 1961 


Dear Sirs: 

Thank you for the copy of Abstracts. May I 
compliment your editorial staff on the excellent 
reporting of the Life Insurance Panel. 

A. L. LARSON, M.D. 
Hartford, Conn. 


Dear Sirs: 

I have received the Abstracts of the 12th Annual 
Assembly —a wonderfully organized and indeed very 
valuable volume. 

PHILIP SCHWARTZ, M.D. 
Warren, Pa. 


Dear Sirs: 

This volume (of Abstracts) is the very best ever. 
The color pages add much, and the content and 
indexing is excellent. j 

T. E. RARDIN, M.D. 
Columbus, Ohio 


Dear Sirs: 

I am sure you have been told many times how 
superior Abstracts is, but I would like to add my 
voice and tell you how glad we are to have a copy. 

FRANK ACOSTA, M.D. 
Washington, D.C. 


Shakespearean Twist 


Dear Sirs: 

Although not a subscriber, I recently looked 
through a friend’s copy of your publication (Novem- 
ber, 1960) with great pleasure. The article by Dr. 
DeGraff was particularly timely and interesting. 

In the editorial, ““Tobacco, Golf, Bourbon,” there 
may be a small mistake. The phrase: “shucked off 
this mortal coil” was noted. I assume this was 
derived from Shakespeare. If so, the correct form 
may be found in Hamlet: Act III, scene i, line 67. 

PHIL D. MORGAN, M.D. 
Vero Beach, Fla. 


Should GP have been quoting Shakespeare, the 
phrase, ‘‘when we here shuffled this mortal coil,” would 
have appeared in the editorial just as Dr. Morgan 
suggests. —PUBLISHER 
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\ \ h nN What do you look for in a pre- 


natal supplement, Doctor? 


the e S Calcium, of course, and iron, 
a pr a as well as the essential vita- 


mins and minerals. (With 


In her new Pramilets, you get: a 


good supplemental dosage of 
futu r C, phosphorus-free calcium plus 
important iron—ferrous fumarate—plus all the 
other necessary nutrients.) m What does your preg- 
nant patient look for in a prenatal supplement? 
Convenient dosage? A tablet she can swallow? A 
pretty bottle for her dresser? Make it Pramilets, 
then. She gets them all—and you sh 0 | 
get a formula that will carry her 
through term. Pramilets, in grace- 1) ( | | 
ful Table Bottles 


of 100 Filmtabs. P I amilets 


New Pramilets: Comprehensive 
vitamin-mineral support with 
just one Filmtab daily. 


912163 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


FEBRUARY 

*15: Richmond County (New York) chapter and Richmond 
County Medical Society, symposium on gastroenter- 
ology, Tavern-on-the-Green, Staten Island, N.Y. (4 hrs.) 

*16: Tom Moore (Tennessee) chapter, “Cerebrovascular 
Accidents Amenable to Surgery” and “Surgical Treat- 
ment of Acquired Vascular Disease,” Cookeville, Tenn. 
(2 hrs.) 

"17-19: Louisiana chapter, seminar on hypnosis, New 
Orleans. (20 hrs.) 

19: Fort Worth Heart Association, eighth annual sym- 
posium on heart disease, Fort Worth Academy of 
Medicine, Fort Worth, Tex. (6 hrs.) 

*20-22: University of Kansas School of Medicine, course in 
radiology, University of Kansas Medical Center, Kansas 
City. (18 hrs.) 

*22: Indiana University School of Medicine, course in 
orthopedics for the general practitioner, Indiana Uni- 
versity School of Medicine, Indianapolis. (7 hrs.) 

25: Presbyterian Medical Center, course in diagnosis and 
treatment of diabetes and thyroid disease, Presbyterian 
Medical Center, San Francisco, Calif. (8 hrs.) 

27-10: Temple University Medical Center and the Gradu- 
ate School of Medicine of the University of Pennsyl- 
vania, course in principles of immunology and allergy, 
Temple University Medical Center, Philadelphia. 

*28-2: Medical College of Georgia and the Medical College 
of Georgia Foundation, Inc., vascular disease, Medical 
College of Georgia, Augusta. (18 hrs.) 


MARCH 

“1-2: Indiana University School of Medicine, course in 
anesthesia, Indiana University School of Medicine, 
Indianapolis. (14 hrs.) 

3-4: Presbyterian Medical Center, course on operable 
heart disease, Presbyterian Medical Center, San Fran- 
cisco, Calif. 
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*4: University of Oklahoma Medical School, symposium 
on infertility and lesions of the vulva, auditorium, Uni- 
versity of Oklahoma Medical Center, Oklahoma City. 
(4 hrs.) 

*6-8: University of Kansas School of Medicine, course in 
pediatrics, University of Kansas Medical Center, Kansas 
City. (18 hrs.) 

*6-9: Louisiana chapter, 24th annual scientific program, 
Roosevelt Hotel, New Orleans. (281% hrs.) 

*6-10: University of Oklahoma Medical School, advance 
course in electrocardiography, University of Oklahoma 
Medical School, Oklahoma City. (35 hrs.) 

*8-9: Indiana University School of Medicine, course in 
obstetrics and gynecology, Indiana University School of 
Medicine, Indianapolis. (11 hrs.) 

8-10: Presbyterian Medical Center, conference on kera- 
toplasty, Presbyterian Medical Center, San Francisco, 
Calif. 

9: Forsythe County Medical Society and Executive Com- 
mittee of Forsythe County Cancer Service, tenth annual 
symposium on cancer, Winston-Salem, N. C. (6 hrs.) 

*10-11: Emory University School of Medicine, course in the 
physical examination of the cardiovascular system, 
Grady Hospital Auditorium, Atlanta, Ga. (i5 hrs.) 

11: Presbyterian Medical Center, course in fractures, 
Presbyterian Medical Center, San Francisco, Calif. (8 
hrs.) 

*13: Harris County (Texas) chapter and the University of 
Texas Postgraduate School of Medicine, course in useful 
office procedures in gynecology, Jesse Jones Library 
Building, Houston. (1 hr.) 

CONTINUED ON PAGE 219 


Annual AAGP Meetings 


Annual Scientific Assembly 

Apr. 17-20, 1961: Miami Beach Auditorium and Con- 

vention Hall, Miami Beach, Fla. 

Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 

Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 

Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 

Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 

Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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metabolic therapy in the “therapeutic” jar 


All alcoholics, whether cirrhotic or not, should receive high levels of B-complex and 
C vitamins’ as provided by STRESSCAPS, since the reversal of nutritional failure and 
its resultant morbidity depends largely on the water-soluble vitamins. Therapeutically 
important, the decorative jar serves as a constant dosage reminder for the alcoholic 


patient ... who frequently is antagonistic to rehabilitation. 

Each capsule contains: Thiamine Mononitrate (B,) 10 mg., Riboflavin (B,) 10 be Niacinamide 100 
Ascorbic Acid o 300 mg., Pyridoxine HCI (B,) 2 mg., Vitamin B,. 4 mcgm., Calcium Pantothenate 
mg., Vitamin K (Menadione) 2 mg. Average dose: 1-2 capsules daily. 


1. Davidson, C. 8.: Am, J, Med, 25:690 (Nov.) 1958. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


STRESSCAPS 


Stress Formula Vitamins Lederie 
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Abraham A. Ribicoff 
A Mind of His Own 


PRESIDENT KENNEDY’s choice for Secretary of Health, 
Education and Welfare is known as a moderate liberal 
with a mind of his own. Abraham Ribicoff, who resigned 
as Connecticut’s governor to accept the “New Frontier” 
cabinet post, also has a record as an economy-minded 
protector of public funds, and insiders predict that he will 
not make any spectacular changes in the department. 

An able, judicious administrator (he eliminated some 30 
state agencies during his six years as governor), Mr. 
Ribicoff has a legal background. His only previous 
appearance on the national political scene was a two-term 
tenure in Congress. Although he is part of an 
administration pledged to work for aged medical care through 
social security, neither his actions as a Congressman 

nor those as a governor indicate an affinity for 
compulsory health insurance. 


Clark K. Sleeth, M.D. 
New Dean for a Growing School 


LAST MONTH, Academy Member Clark Sleeth became dean 
of the West Virginia University School of Medicine, 

an institution with which he has been affiliated since 
undergraduate days. A university graduate who received 
his M.D. from the University of Chicago, Dr. Sleeth first 
joined the faculty in 1941 as assistant professor of medicine. 
In 1948 he was made associate professor, a post he held 
until he was named assistant to the dean three years ago. 
Previous posts outside academic circles include the 
presidency of his county medical society and the vice 
presidency of both the state medical association and the 
West Virginia Academy of General Practice. Dr. Sleeth 
recently completed a four-year term on the Monongalia 
County Board of Education and is currently vice president 
of the Morgantown Chamber of Commerce. He has also 
been president of the West Virginia Heart Association. 
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How Much Health? 


THERE IS a growing suspicion that “health’’ is not 
of great concern to the average person. Despite 
the furor over health legislation (which is actually 
disability payment legislation), one’s personal 
interest in health is measured by the degree to 
which his health is threatened or illness is im- 
minent. 

Many of the drives and goals of our society are 
away from health. These include economic suc- 
cess, sexual freedom, personal status and a type 
of striving which leaves little room for reflection, 
acceptance of life as it is and the quiet pursuit of 
happiness. 

An individual asked to take a health action, 
such as undergo a tuberculosis screening test or 
help achieve a fluoridation program, will do so 
only if he believes that this action will in some 
way help him satisfy one of his primary goals— 
which do include the welfare of his children al- 
though this is not always clear. 

As for personal health habits, who is kidding 
whom when we ask children not to smoke 
cigarettes and a barrage of advertising shows 
glamorous women and virile men puffing hap- 
pily away; when we urge each other to be careful 
and the social kudos go to those who drive fast 
and scorn safety belts; when we advise relaxa- 
tion and society rewards the man with the bulg- 
ing brief case who boasts of more accomplishment 
at night than even his phenomenal achievement 
by day? 


Connecticut and the Sears Plan 


THE ACADEMY’s Connecticut chapter has endorsed 
state-financed scholarships for medical students. 
Under the Sears plan (after Norwich health di- 
tector, Dr. Lewis Sears), each of ten students 
May borrow $10,000 in four $2,500 lumps. In re- 
turn, each must agree that after he finishes his 
hospital training, he will return to Connecticut 


GP February 1961 


Editorials 


and remain in the general practice of medicine 
for at least five years. 

At the end of these five years, he’s a free agent 
but if he then leaves the state or specializes, he 
must repay the $10,000—-plus interest. If he stays 
and remains in general practice, the loan will be 
reduced $2,000 per year starting with the sixth 
year. Thus, after ten years, the loan becomes an 
outright grant and the doctor can stay, move or 
specialize. 

It’s a good plan—one that other states may 
want to study. For details, write Harold D. von 
Glahn, M.D., President, Connecticut Academy 
of General Practice, Ferry Road, Old Lyme, 
Conn. 


Rehabilitation of the Colostomy Patient 


TO SOME EXTENT the improved results in sur- 
vival with large bowel cancer mirror the effect 
of education of physicians in earlier detection, a 
more sophisticated diagnostic approach, and 
more adequate surgery—as well as education of 
the public to the need for reporting premonitory 
symptoms at the earliest possible moment. The 
obvious inferences that can be derived from the 
above statement by a medical sociologist is that 
more and more colostomies are being performed, 
that people who have undergone bowel resec- 
tions necessitating colostomy are living longer 
and, within limits, an over-all nation-wide meas- 
ure of success has been the reward of the diligent, 
day-by-day, case-by-case work of physicians 
who have devoted themselves to the treatment of 
cancer of the large bowel and other debilitating 
diseases of this organ. 

However, the surgeon’s task is not completed 
when he successfully extirpates a carcinoma of the 
bowel, either with the hope of cure or with rea- 
sonable expectation of worthwhile palliation for 
the patient. For even as we endeavor as physi- 
cians to reduce the physical sufferings of our 
patients, we must teach them to live with an 
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artificial excretory apparatus. A well-fashioned 
colostomy is little more than a tribute to good 
surgical technique. A well-functioning colostomy 
is something more; it is the end result of a sound 
physician-patient relationship and of continually 
educating our patients. We indeed have much 
to learn about this phase of the medical pro- 
gram. 

In the broadest sense, this is a problem in re- 
habilitation of the cancer patient comparable to 
training an amputee in the use of a prosthesis or 
in teaching a patient who has undergone laryn- 
gectomy the art of diaphragmatic speech. Bowel 
resection with the fashion of a colostomy is being 
performed today in every community in the 
country; it is not confined to a few specialized 
cancer hospitals or to university hospital cen- 
ters. The need for a broad program in disseminat- 
ing the principles and practice of colostomy care 
is apparent. The number of patients involved, 
to say nothing of their wide geographic distribu- 
tion, their varying levels of intellectual under- 
standing, their varying levels of emotional adapt- 
ability and socioeconomic status, indicate that 
nothing short of a government-sponsored pro- 
gram would really be effective. The surgeon, the 
physician and the rehabilitation specialist should 
be provided with adequate facilities to co- 
assimilate and evaluate this mass of readily 
available clinical material. The colostomized pa- 
tient who hithertofore has been virtually left to 
his own devices in overcoming the problems of 
everyday life, is an invaluable asset to this pro- 
gram. His experience in sanitary control, per- 
sonal hygiene and social readjustment is in- 
valuable to the group. The information garnered 
should then be disseminated in the form of non- 
technical, illustrated brochures describing the 
function, care and idiosyncrasies of the colos- 
tomy. Thus, in this manner, the patient facing 
the specter of a colostomy may have some ad- 
vance guidance and insight regarding the afore- 
mentioned problems. 
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Deaths from Digitoxin 

IN THE MEDICAL literature may be found reports 
from time to time of deaths from digitoxin occur- 
ring when the drug is used therapeutically with a 
little too much enthusiasm. It is now generally 
realized that digitoxin, because of its slow excre- 
tion from the body, requires considerable care in 
its use in regard to dosage in order to prevent 
serious toxicity or even death. Recently, another 
dangerous aspect of the use of this drug has been 
reported by Dr. Harold Jacobziner, assistant 
commissioner of health, New York City. 

In one case a physician prescribed 50 digitoxin 
tablets (0.1 mg. each) to a patient who could not 
read or understand English well. The patient, 
who thought perhaps that if one tablet would 
help him 50 tablets would certainly make him 
well faster, took the entire 50 tablets at one time. 
When the patient was admitted to the hospital, 
he still felt very well. However, sudden death oc- 
curred within 24 hours after admission. This case 
illustrates the importance of being sure that a 
patient understands clearly the potential danger 
of using the drug in any other way than exactly 
as prescribed by the doctor, regardless of 
language difficulties. 

The other case is that of a 59-year-old physician 
who took a large dose of digitoxin for suicidal 
purposes. Three hours after ingestion he regretted 
his action and applied for treatment. Gastric 
lavage was performed, but no digitoxin was re- 
covered. The physician expired suddenly, pre- 
sumably from ventricular fibrillation induced by 
digitoxin. 

There is no specific antidote for digitoxin and 
once digitoxin leaves the stomach, no treatment 
is of any avail. This makes digitoxin one of the 
most dangerous drugs in the poison category. 
Bottles containing this drug should never be left 
around where children can reach them, nor should 
they be allowed to get into the hands of irrespon- 
sible individuals. 
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From the 
Medical Editor’s Desk 


Should We Treat the Patients’ Symptoms? 


NOW THAT MANY DISEASES can be treated effec- 
tively by measures which act specifically on the 
etiologic agent, the physician may tend to forget 
that there are many things that can be done to 
make the patient comfortable aside from the use of 
lifesaving drugs. The patient comes to the doctor 
primarily for the relief of symptoms. He is con- 
fident that the physician will be able to diagnose 
his condition and promptly apply the specific 
therapy for it. However, although his disease is 
being adequately treated, if he is still miserable 
after a few days’ treatment, he is apt to change 
his allegiance and seek the services of another 
physician. The art of medicine in contrast to 
the science of medicine is largely concerned with 
the intelligent use of symptomatic therapy. That 
is why the older, more experienced practicing 
physician is apt to be more successful with his 
patients than the younger man, who has the very 
latest in medical scientific information right at 
his fingertips. 

In the hospital, the resident physician may be 
80 engrossed with the diagnostic work-up that 
sufficient attention is not given to relief of symp- 
toms. A survey made several years ago by Rezni- 
koff indicated that many patients, 24 hours after 
admission to the hospital, still had received no 
treatment for the symptoms for which they came 
to the hospital. 

One is not restricted to the use of drugs in the 
choice of symptomatic therapy. Physical meas- 
ures, such as ice bags, hot water bottles, massage, 
are available. Even the old-fashioned turpentine 
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stupe may be effective in a properly chosen case. 
Drugs must be used with care because many will 
cause new symptoms. One of the new tranquil- 
izers, for instance, in the dosage recommended, 
produces nausea in 10 per cent of patients. It is 
important to avoid, if possible, drugs which cause 
physical dependence, such as morphine, meperi- 
dine or codeine. However, in certain instances 
such drugs are absolutely essential. Thus, the pain 
of a myocardial infarction requires morphine and 
a severe cough can only be controlled with 
codeine. 

A major part of drugs sold in the United States 
could be classified as drugs used for symptomatic 
treatment. Practically all proprietary medica- 
tions sold over the counter and a large portion of 
ethical or prescription items can be put in this 
category. 

A bewildering array of new symptomatic drugs 
greets the physician each year. The evaluation of 
these drugs to determine their effectiveness in 
comparison with others already in use is ex- 
tremely difficult. 

Criteria for evaluation are necessarily vague, 
no objective information is possible, and the pos- 
sible placebo effect is always present. As a matter 
of fact, placebo response in some symptoms such 
as angina can be as great at 70 per cent. Double- 
blind procedures in which neither the patient nor 
the doctor know the drug used until the code is 
broken at the end of the study are not as fool- 
proof as some would have us believe. So-called 
clinical trials are usually worthless, since they are 
usually carried out without any controls what- 
soever. 

Therefore, it may be only after several years of 
use that the proper value and specific use in 
symptomatic therapy of a drug can be deter- 
mined. Thus, there is no need when treating 
symptoms to try out the very latest medicine on 
the market. Quite possibly some of the old ones 
might even be better. 

ARTHUR C. DEGRAFF, M.D. 
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Sneezes, Wheezes 
and Other Diseases 


ALFRED S. EVANS, M.D. 


Department of Preventive Medicine 
University of Wisconsin School of Medicine 
Madison, Wisconsin 


The differential diagnosis of common 
respiratory disease syndromes is most difficult. 
Nearly identical clinical pictures 

may be produced by any of several viruses 

or even by the group A hemolytic 

streptococci. Diagnostic laboratory tests 

are available for the group A hemolytic 
streptococci and of the viruses only for 


adenovirus, influenza and hemadsorption viruses. 


Antibiotics are generally only effective 
in streptococcal infections, 

which account for only 5 to 10 per cent 
of respiratory infections. 


THIS TITLE serves to emphasize that a differential 
diagnosis of common respiratory disease syn- 
dromes is most difficult from the clinical stand- 
point. Topographic or anatomic diagnosis of the 
part most involved is often the best we can do. 
Indeed, these themselves are in a way euphe- 
misms for such lay terms as sneezes, wheezes or 
other diseases. 

The method of presentation followed in this 
article is to view the problem of respiratory dis- 
ease as the physician confronts it in clinical 
practice. To do this, we will view respiratory 
disease as a syndrome and discuss its etiology, 
clinical aspects, therapy and prevention. Primary 
emphasis will be placed on the new etiologic 
agents and their importance in sporadic res- 
piratory illness. 


Etiology 

Information is rapidly accumulating on new 
viral agents. New viruses are being isolated every 
few months. We must remember, however, that 
the evaluation of the importance of these new 
viruses in common clinical illness is in many in- 
stances yet to be made. In Chart 1 (page 85) the 
upper part of the chart represents work carried 
out in University of Illinois employees by Grieble, 
Dowling and Jackson, and in the lower part of 
this same chart are my own studies on Univer- 
sity of Wisconsin students in Madison. The for- 
mer group is largely ambulatory patients with 
milder clinical illness, while the Wisconsin stu- 
dents have all been hospitalized because of more 
serious involvement. 

The first point to note is the extent of our ig- 
norance. No cause, either bacterial or viral in 
nature, has been identified for at least 80 per cent 
of the common sporadic diseases as seen in 
adults. More have been identified in children 
through studies made at the National Institutes 
of Allergy and Infectious Diseases by Chanock 
and his associates. 
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Second, we should note that bacterial infec- 
tions are responsible for only 5 to 7 per cent of the 
total respiratory disease picture in either study. 
Almost all of these bacterial infections are due to 
hemolytic A streptococci. This is very important 
from the standpoint of therapy as it means that 
less than one in ten patients seen either in office 
practice or the hospital will respond to antibiotic 
therapy. In a study of respiratory disease in 
Cleveland families, Dingle and his fellow workers 
arrived at the even smaller figure of 3 per cent for 
streptococcal disease. 

The third fact to note is that, of the known 
viruses, only influenza and adenovirus have im- 
portance in civilian adults; yet except when an 
outbreak occurs, these together contribute little 
to the total respiratory picture. Adenovirus in- 
fections account for less than 3 per cent and in- 
fluenza virus for less than 10 per cent of sporadic 
illness in adults. However, these viruses are both 
an important cause of illness in military recruits. 
The adenoviruses produce a high morbidity 
causing about 30 per cent of the clinical infections 
during the training period. 


WHAT’S IN A SNEEZE? 


This term indicates a mild upper respiratory 
infection characterized by an acute nasopharyn- 
gitis and encompasses the syndrome of the com- 
mon cold. 

The 2060 and JH Viruses. Figure 1 depicts some 
of the new viruses that are emerging from the 
spray of ignorance that has so long surrounded 
the common cold. Two agents, 2060 and JH, are 
closely related if not identical viruses. The term 
JH stands for Johns Hopkins virus and was iso- 
lated by Dr. Price of that institution, and the 
term 2060 was given to a similar virus isolated 
by Mogabgab and Pelon. 

In a three-year study in Baltimore, Price has 
found this JH virus to be associated with 12 per 
cent of some 901 cases of mild upper respiratory 
disease. He has tested in children a vaccine pre- 
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FIGURE 1. Some of the viruses associated with the sneeze. 


pared with this virus and claims that it has pro- 
tected against infection during a subsequent out- 
break. These studies need confirmation in other 
laboratories. This is a difficult virus to work 
with and several laboratories have tried to do 
so without success. Dr. Dingle has wisely pointed 
out that the common cold has returned to haunt 
those who have reported the isolation of the 
causative agent. We must view Dr. Price’s 
study cautiously at this time. At best, it is an 
exciting wedge into the problem of the common 
cold, perhaps the most exciting of any agent 
found. At worst, it is another will-o’-the-wisp 
virus to add to the long list of lost or forgotten 
viruses that go back to the late 1800’s. Only 
time will tell. 

Some recent support has come from studies of 
Jackson and Dowling at Illinois on these viruses 
in investigations carried out in volunteers. They 
were able to produce experimental colds when 
these viruses were inoculated into the noses of 
volunteer Illinois students. Also they showed 
that there was immunologic crossing between 
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Sneezes, Wheezes 
and Other Diseases 


JH and 2060 viruses. In other work on the com- 
mon cold, presumably unrelated to these viruses, 
they inoculated volunteers with nasai filtrates. 
These volunteers established an immunity to the 
common cold for as long as ten months. In five 
filtrates collected on each of five separate years, 
they found that one virus failed to confirm cross 
resistance for any of the others. This may mean 
that not only are many viruses involved in the 
causation of the common cold but that the pre- 
dominant type may change from year to year. If 
this is so, it means that the preparation of an 
effective vaccine will be most difficult. 

Another virus which produces some symptoms 
of the common cold in volunteers is the hemad- 
sorption virus type 2. This agent is more closely 


FIGURE 2. Some of the viruses associated with the wheeze. 
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related to the croup syndrome in children, and 
will be discussed later. Other viruses shown in 
Figure 1 are the CA, or croup associated virus, 
and CCA, or chimp coryzal agent. Their im- 
portance in the syndrome of the common cold 
remains to be evaluated. Finally, there is a virus 
termed the Coe virus which has recently been 
identified by Lennette in California. 


WHAT’S IN A WHEEZE? 


The term wheeze indicates the clinical infec- 
tions called croup and bronchiolitis in children 
and bronchitis and pneumonitis in the adult. The 
etiologic agents involved in this group of clinical 
syndromes are shown in Figure 2. 

Hemadsorption Viruses. The most extensively 
studied and perhaps the most important viruses 
in this category are those called hemadsorption 
viruses type 1 and type 2. These viruses were 
isolated by Chanock and his workers at the 
National Institutes of Allergy and Infectious 
Diseases and are biologic members of the myxo- 
virus group which includes influenza, mumps 
and Newcastle disease virus. The only published 
clinical studies have been concerned exclusively 
with these viruses in children. Table 1 summa- 
rizes the essential findings. In brief, about 1,500 
children hospitalized with respiratory disease 
have been studied and an equal number of con- 
trols of similar age hospitalized in the same 
hospitals. Hemadsorption virus type 1 has 
been isolated from 2.6 per cent of clinically ill 
children and hemadsorption type 2 virus from 
3.6 per cent, thus accounting together for a total 
of 6.2 per cent of respiratory illness in children 
under 10 years old. In the control group, these 
viruses were isolated from a total of only 0.36 per 
cent of almost 1,400 children. In studies with the 
complement fixation test in a smaller number of 
this group of children, approximately one-fourth 
were found to be infected with hemadsorption 
viruses. 

Hemadsorption virus 2 and croup was the most 
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impressive association with clinical illness found. 
It was isolated from 20 per cent of these patients 
and serologic rises in the complement fixation 
test were found in 30 per cent. 

It should be emphasized that hemadsorption 
viruses are not simple to work with in the labora- 
tory because of the presence of monkey viruses 
of a similar nature which sometimes contaminate 
the monkey kidney cultures used. Remember 
also that reported studies have been only in 
Washington and only in a limited time period. 
However, at the University of Wisconsin we have 
confirmed the importance of these agents in 
respiratory disease. In paired sera from 200 pa- 
tients hospitalized with acute respiratory illness 
in the University Infirmary, 8.3 per cent had 
rises in the complement fixation titer of hemad- 
sorption virus type 1 and 1.5 per cent in hemad- 
sorption virus type 2. In all, these represented 
almost 10 per cent of respiratory illness. It is 
discouraging to report that no identifiable clinical 
syndrome was exclusively associated with such 
infections. Again, it should be emphasized that 
more studies of this age group are needed before 
these figures can be accepted as final. The new 
names suggested for these myxoviruses are shown 
in Table 2. 

Adenoviruses. The second group of viruses I 
wish to mention is the adenovirus group. Many 
of you are undoubtedly familiar with the fact that 
these viruses are capable of producing a variety 
of clinical syndromes which include acute follicu- 
lar pharyngitis, pharyngeal-conjunctival fever, 
acute respiratory disease, epidemic keratocon- 
junctivitis and a type of viral pneumonitis which 
is not associated with a rise in cold agglutinin 
titer. 

Types 8, 4 and 7 have been of great im- 
portance in recruits where a vaccine has been 
successfully tested in field trials. In quite a large 
number of investigations, involving about ten 
different groups of investigators, the adenoviruses 
have been identified as causing less than 5 per 
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122 AMBULATORY UNIVERSITY EMPLOYEES 


Influenza > RE 8.2% 
Streptococcal > 5.7% 
Adenovirus > 33% 


Other viral > 


710 HOSPITALIZED UNIVERSITY STUDENTS 


Influenza 8.7% 


Streptococcal > Ss 7.0% 
Adenovirus > 


Other bacteria > | 1.2% 
CHART 1. Etiology of acute respiratory disease. 


TABLE 1. 


Results of a Study at National Institutes 
of Health on Hemadsorption Viruses 


1. Agent: Hemadsorption 1 and 2 
2. Authors: Chanock, Vargosko, Parrott and associates 
8. Age group: infants and children 


4. Clinical syndrome: cough, rhinorrhea, sore throat; 
severe cases—croup and respiratory distress 
5. Results of study 


Nu Per cent positive 
studied HA-1 HA-2 Total 
A. Isolation 
Respiratory illness 1,654 2.60 3.60 6.20 
Controls 1,381 0.14 0.22 0.36 
B. Complement fixation 
Respiratory illness 287 164 104 26.8 
Controls 124 6.4 0.8 7.2 
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Sneezes, Wheezes 
and Other Diseases 


122 AMBULATORY UNIVERSITY EMPLOYEES 


Acute upper respiratory diseases (ARD) > I 37.9% 
Common cold > 353°. 
Nonstrep. pharyngitis 9.8% 
Strep. pharyngitis > 5.7% 
Pharyngoconjunctivitis > & 4.1% 
Herpangina pleurodynia 4.9% 
Other | 2.4% 
710 HOSPITALIZED UNIVERSITY STUDENTS 
Acute upper respiratory diseases (ARD) > eee eee 36.0% 
Infe:tious mononucleosis > eS 20.0% 
Nonstrep. pharyngitis and tonsillitis 18.0% 
Primary atypical pneumonia p wes 11.5% 
Strep. pharyngitis and tonsillitis p ae 7.0% 
Bronchitis » 5.1% 


Bacterial pneumonia | 1.4% 


Stomatitis p | 1.0% 


CHART 2. Clinical diagnosis of respiratory infections. 


TABLE 2, 


Suggested Classification 
of the Parainfluenza Group 


Myxovirus parainfluenza 1 Sendai 
Hemadsorption 2 


Croup associated 
Hemadsorption 1 


Myxovirus parainfluenza 2 
Myxovirus parainfluenza 3 
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cent, and probably less than 3 per cent, of spo- 
radic respiratory illnesses in adult civilian popu- 
lations. Epidemics, particularly outbreaks of 
type 3 which produce pharyngitis and con- 
junctivitis, have been described. These epidemics 
have been reported from a number of different 
countries. They have occurred primarily in the 
summer, and some of them have been centered 
around exposure to swimming pools. We must 
realize that the importance of these epidemics in 
civilian disease does not warrant a widescale 
vaccine program for civilians. 

A third virus emerging as an important cause 
of viral pneumonitis is the primary atypical 
pneumonia agent originally studied by Miekel- 
john and Eaton. Using difficult techniques in- 
volving fluorescent labeled antibody, Liu in 
Kansas and, more recently, Chanock at the 
National Institutes of Health, have identified 
this virus as an important cause of the type of 
viral pneumonitis which is associated with a rise 
in cold agglutinin titer. A preliminary estimate is 
that 10 per cent of viral pneumonitis may be 
caused by this virus. Further developments will 
probably be slow in this area, however, as this 
technique is such a difficult and tedious one. 

Figure 2 shows some of the viruses associated 
with the wheeze syndrome. The croup associated 
virus and the syncytial virus are occasionally 
important in outbreaks of croup in children. 
Work thus far has been limited to Washington 
and to Toronto, but in the last year these viruses 
seem to have diminished in importance. The 
term HJV is used to indicate the hemagglutinat- 
ing Japanese or Sendai virus which is antigenically 
related to the hemadsorption virus type 2. It is 
not yet of proven importance in adults. 

In summary, there are a number of important 
new viruses, but at the present time we are 
still unable to account for the order of 75 per cent 
of common respiratory diseases from an etiologic 
standpoint. Their relation to clinical illness is 
summarized in Table 3. 
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Clinical Diagnosis 

Chart 2 presents the clinical diagnosis of re- 
spiratory infections as found in two populations, 
University of Illinois employees and Wisconsin 
students. Two points need emphasis: (1) Nearly 
identical clinical pictures may be produced by 
any of several viruses or indeed by group A 
hemolytic streptococci and (2) a single virus can 
produce several clinical syndromes. 

The occurrence of conjunctivitis and pharyn- 
gitis suggests an adenovirus infection, especially 
type 3. With this exception it is nearly impossible 
to distinguish one viral infection from another on 
clinical grounds alone. The main problem is to 
distinguish a streptococcal infection from a non- 


streptococcal infection. Streptococcal infections 
often produce an exudative tonsillitis and a 
pharyngitis, or both, but quite similar exudates 
are seen in infectious mononucleosis, Vincent’s 
infection, adenovirus infection and other forms 
of nonstreptococcal exudative pharyngitis. Exu- 
date that is usually punctate in nature is found in 
herpes simplex, herpangina (Coxsackie virus) and 
hemadsorption virus infections. Symptoms sug- 
gesting a streptococcal infection are the more 
extensive exudate which becomes confluent in 
24 hours, edema of the uvula, dysphagia and 
swollen, painful submaxillary and submandibu- 
lar nodes. About 25 to 50 per cent of all acute 
exudative lesions of the oropharynx are due to 
hemolytic streptococci. 


TABLE 3. 


Common Respiratory Diseases and Some of Their Causes 


Acute 
Respiratory 
Disease 


Pharyngitis 
Common Cold and 
Syndrome Tonsillitis 


Croup (in 


Bronchitis children) Pneumonitis 


JH (Johns Adenovirus Adenovirus Adenovirus 
Hopkins) (esp. 3, 7, 
Virus 14) 

2060 Virus CoxsackieA 

(2, 4, 5, 
6, 8, 10) I and II I Virus 

Herpes Adenovirus Influenza 
Simplex Virus I Virus 

Hemad- Syncytial 
sorption Virus 
II Virus 

Croup Asso- Group A 
ciated Virus Hemolytic 
(CA) Streptococci 


Croup 
Associated 


Croup 
Associated 
Virus (CA) 
Hemad- 
sorption 


Hemad- Influenza 


sorption 


Hemad- 
sorption 
II Virus 

Hemadsorp- 
tion II 

Coe Virus 


Hemadsorption 


Primary atypi- 
cal pneumo- 
nia virus of 
Eaton 

Chimp Coryza Psittacosis 
Agent (CCA) Virus 
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Sneezes, Wheezes 
and Other Diseases 


In children, croup or a syndrome of rhinorrhea, 
cough and sore throat may point to hemadsorp- 
tion viruses. In young adults, infectious mono- 
nucleosis should be considered in the differen- 
tial diagnosis of exudative tonsillitis. 

Infectious mononucleosis has a reputation of 
being transmitted by kissing. This is based on an 
interesting paper by Dr. Hoagland who claims 
that intimate oral contact is associated with its 
transmission. He asked 73 West Point cadets 
with infectious mononucleosis whether they had 
kissed anyone in the last 40 or 50 days and 71 of 
the cadets answered yes. The suggested incuba- 
tion period was 32 to 49 days. 

It would be less than chivalrous to assume that 
only the cadets who developed infectious mono- 
nucleosis had such good luck—I’m sure that 
many others were also kissing. Hoagland also 
admits this possibility but includes no control 
group in his paper. We are carrying on a con- 
trolled study at Wisconsin to re-evaluate this con- 
cept. I’m embarrassed to say that the Wisconsin 
student is engaging in this type of osculatory 
activity almost as often as the West Point cadet 
and that infectious mononucleosis patients seem 
to have a special talent for it. The control group 
is not so successful: in the 30 to 60 days before 
illness, about half of them had a history of in- 
timate oral contact as compared to 75 per cent of 
those with infectious mononucleosis. The dif- 
ference has statistical (and perhaps social) sig- 
nificance. This evidence then supports Hoag- 


land’s concept as to a mode of transmission and 
also supports the concept of a long incubation 
period. So infectious mononucleosis has some 
potential of being one socially accepted disease 
in which amorous conquests can be credited with- 
out social censure. In a more serious vein, our 
study, like Hoagland’s, deserves careful repeti- 
tion before this theory of transmission is accepted 
as fact. There are obviously other pathways of in- 
fection during the close contact of kissing. 


Laboratory Diagnosis 


The diagnosis of a streptococcal infection can 
be greatly strengthened by the isolation of group 
A hemolytic streptococci from a throat swab, by 
a leukocyte count of 13,000 or above with a left 
shift of polymorphonuclear cells, and occasionally 
by the presence of pus cells in a throat smear of 
the exudate. Yet the occurrence of hemolytic 
streptococcus in the throat is commonplace in 
young school children in winter and does not 
necessarily imply clinical infection. The presence 
of an exudative lesion with this, however, adds 
high probability to a streptococcal infection. The 
antistreptolysin titer may also be used in the 
retrospective diagnosis of a streptococcal infection. 
It is not elevated during the acute illness and 
achieves a diagnostic titer only about two weeks 
after the onset of illness. Hemolytic streptococci 
may still persist in the throat at this time. 

The only common viral infections of the respira- 


ALFRED S§. EVANS, M.D. is professor and chairman of the Department of 
Preventive Medicine, University of Wisconsin, and director, Wisconsin 
State Laboratory of Hygiene. A graduate of the University of Buffalo, Dr. 
Evans received a Master of Public Health degree from the University of 
Michigan. He served residencies at both Goldwater Memorial Hospital, New 
York, and Buffalo General Hospital. Before joining the Wisconsin faculty, 
he was assistant professor of medicine, Yale University. A fellow of the 
American Public Health Association, Dr. Evans is a diplomate of the 
American Board of Internal Medicine. 
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tory tract for which diagnostic tests are available in 
the laboratory are caused by adenovirus, influenza 
and hemadsorption viruses. Attempts to isolate 
these viruses from throat washings or swabs are 
not usually made in routine diagnostic or public 
health laboratories because of the time and ex- 
pense involved. Such attempts may, however, be 
necessary under certain circumstances such as 
the identification of an epidemic of respiratory 
disease. Routine diagnosis is based on serologic 
procedures. A group specific complement fixation 
test permits serologic diagnosis of adenovirus 
infections by means of a single test. Both comple- 
ment fixation and hemagglutination inhibition 
tests can be employed to diagnose influenza virus 
infections. For the patient with pneumonitis in 
whom psittacosis is suspected on epidemiologic 
grounds, a complement fixation test can be per- 
formed. Complement fixation tests are also 
available for hemadsorption 1 and 2 viruses, 
although public health laboratories are just start- 
ing to carry them out. 


Prevention and Treatment 


The only available immunizing agents are 
vaccines for adenoviruses and influenza, both of 
which have clear limitations for civilian use. 
Adenoviruses are responsible for such a small 
proportion of respiratory illness in civilian popu- 
lations that immunization is not justified. In 
addition, the currently available vaccine does 
not contain the adenovirus types most common 
in sporadic civilian infections. In the light of 
present knowledge, use of this vaccine is limited 
largely to military recruits. In influenza, fair to 
good protection is afforded by immunization with 
high potency vaccine provided prevalent strains 
are included. But the relatively small contribu- 
tion of influenza to the total picture of sporadic 
respiratory illness and the relatively short dura- 
tion of the immunity afforded make routine use 
of influenza vaccine impractical except in special 
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risk groups. In the face of an epidemic, vaccina- 
tion is highly desirable if the epidemic strain can 
be isolated, identified and mass produced in time 
to be incorporated in the vaccine. Field trials of 
“shotgun vaccines” containing many viruses 
thought to be involved in respiratory illness are 
in progress, but it will be difficult to evaluate 
their real effectiveness without knowledge of the 
actual prevalence of the viruses contained therein. 

There is no specific therapy for the viral dis- 
eases of the respiratory tract. The only possible 
exception is the use of the tetracyclines in viral 
pneumonitis. In my opinion, antibiotics have no 
place in the routine management of viral infec- 
tions in the hope of preventing bacterial com- 
plications. They do not prevent such complica- 
tions, excepting streptococcal, and they expose 
the patient to drug sensitivity and side reactions. 

Streptococcal infections must be treated with 
penicillin over a ten-day period. It is clearly the 
antibiotic of choice since it is bactericidal. A ten- 
day period of therapy is strongly recommended 
by the American Heart Association to eradicate 
the streptococcus completely and thus prevent 
the occurrence of rheumatic fever. 

At present there has been much progress in 
discovery of new viruses but no real advances in 
therapy or prevention. The most important 
practical point is the uselessness of antibiotics in 
90 per cent of respiratory diseases. Their only 
effective use is in streptococcal infections, which 
account for only 5 to 10 per cent of respiratory 
infections. These cannot be clinically diagnosed 
with any real confidence but exudate, sub- 
maxillary adenopathy, dysphagia and rapid 
progress of illness are good clinical grounds for 
injection with long-acting benzathine penicillin G 
(Bicillin®). 

Much of the information in this article is based on the au- 
thor’s studies carried out under grant E 1299 from the National 
Institutes of Allergy and Infectious Diseases. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index of Advertisers. 
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Nephrogenic Bone Disease 


LEONARD BERMAN, M.D. 
Associate Editor, GP 


THE X-RAYS shown in Figure 1 are typical of 
rickets due to vitamin D deficiency although 
they actually belong to a child with renal disease. 
This radiographic and histologic similarity to 
classical rickets is an important part of a rela- 
tively little known subject—bone lesions due to 
renal diseases. The term “renal rickets” will not 
be used in this discussion for it has been applied 
too generally to retain any specific meaning. 


Azotemia 


There are, in general, two categories of bone 
lesions due to kidney diseases. The first, and best 
known, is that associated with prolonged azo- 
temia, for example, with chronic pyelonephritis 
or chronic glomerulonephritis. The clinical pic- 
ture includes bone pain, deformities and growth 
failure. The’ radiographic and histologic findings 
are a complex mixture of osteitis fibrosa cystica, 
rickets or osteomalacia and osteosclerosis. The 
first of these is the bone disorder of hyper- 
parathyroidism. The hyperparathyroidism in 
this case is secondary to the azotemia and reten- 
tion of phosphate, but the origin of the other 
bony abnormalities is not known. The term 
“azotemic osteodystrophy” has been proposed 
for this group of disorders and serves as a descrip- 
tive phrase which is otherwise noncommittal. 


Congenital Tubular Defects 


The second group of bone disorders is the true 
rickets or osteomalacias (Figure 1). These are 
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FIGURE 1. Rachitic changes in the wrists of a child with a re- 
nal tubular disorder leading to urinary loss of calcium and 


phosphorus. 


associated, not with azotemia, but with con- 
genital defects in the renal tubules leading to 
excess excretion of phosphorus and calcium. (In 
the azotemic group, by contrast, there is dimin- 
ished excretion of phosphorus.) The tubular syn- 
dromes which lead to hyperphosphaturia and 
true rickets include: (1) renal tubular acidosis, 
(2) Fanconi’s syndrome and (8) “vitamin D 
resistant”’ rickets. The clinical pictures are not 
alike in certain details although rickets is com- 
mon to all. An example of the clinical differ- 
ences is that renal tubular acidosis also causes 
nephrolithiasis and hypokalemia, while the Fan- 
coni’s syndrome includes glycosuria and no 
nephrolithiasis. 


Treatment 


The treatment of the two groups of nephro- 
genic bone lesions is related to their pathogenesis. 
In the azotemic osteodystrophy group, reversal 
of the azotemia is seldom possible, and the 
patient’s life expectancy is sharply limited by the 
underlying renal disease. On the other hand, 
in the tubular disorders with true rickets, over- 
all renal function is adequate and the administra- 
tion of calcium and phosphorus often results in 
satisfactory bone healing. The calcium salts must 
be given carefully, particularly if vitamin D is 
used concomitantly. The dangers of overshoot- 
ing, that is, hypercaleemia and metastatic cal- 
cification, necessitate frequent measurements of 
blood calcium and close supervision of the 
patient. 
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Review of Methods of Urinary Diversion 


JOSEPH BLOOM, AND JOHN P. MERRILL, 


The Urologic and Medical Services, Peter Bent Brigham Hospital 
and Harvard Medical School 
Boston, Massachusetts 


Urinary diversion may be required for congenital 

anomalies, severe cystitis, injuries to pelvis or external urethra, 
inoperable vesicovaginal fistula, obstruction 

of the lower ureter or carcinoma of the bladder. 

Several methods, none ideal, are described in this article. 

The advantages and shortcomings 

of each method are discussed. 


RECENTLY there has been an apparent increase in 
the incidence of malignant disease, and a re- 
newed attack upon congenital anomalies and 
formerly incurable infections. As a result, radical 
and particularly extirpative surgery has become 
more common. Removal of the urinary bladder 
has presented a particularly difficult problem. 
Any diversion of the urinary stream must be 
compatible with continued good function of the 
kidneys and should provide the: patient with a 
method of collecting his urine which will not im- 
pede him socially to any great degree. None of 
the available methods of diversion are trouble- 
free. Since the long-term care of patients with 
urinary diversion resides in the hands of the 
practitioner, an understanding of the methods 
available, their shortcomings, complications and 
day-to-day care is desirable. 

An ideal method of urinary diversion is not yet 
available. Such a method would provide complete 
continence, freedom from infection and obstruc- 
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tion, and would not interfere with any physio- 
logic process. Urinary diversion is used in a num- 
ber of conditions. The most important of these 
are summarized in Table 1. 

There are many methods of urinary diversion 
available. The choice of a method depends upon 
the clinical condition, the prognosis of the patient 
and the patient’s ability to tolerate the surgical 
procedure. The more commonly employed meth- 
ods of diversion are summarized in Table 2. 


Description of Urinary Diversion Methods 
NEPHROSTOMY (Figure 1) 

Diversion is accomplished by inserting a tube 
directly through the kidney parenchyma into one 
of the calyces or renal pelvis. Its use is restricted 
primarily to situations where repair of the lower 
ureter requires freedom from urinary contamina- 
tion. It is also used when temporary relief of 
obstruction is essential in a patient who cannot 
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tolerate a definitive operation. Permanent neph- 
rostomies can be used for palliation in ureteral 
obstruction due to cervical carcinoma, and in 
patients with severely damaged ureters, par- 
ticularly chronic stone formers. 

The insertion and maintenance of a permanent 
tube implies some destruction of the surrounding 


TABLE 1. 


Conditions Requiring Urinary Diversions 


. Congenital anomalies (exstrophy, epispadias). 

Severe tuberculous cystitis. 

. Severe interstitial cystitis. 

Inoperable vesicovaginal fistula. 

Injuries of the pelvis or external urethra. 

Obstruction of the lower ureter due to surgery or x-ray 
therapy. 

7. Cystectomy for carcinoma of the bladder. 


8. Pelvic evisceration for extensive carcinoma of the fe- 
male organs. 
9. Invasion of the bladder by intestinal carcinoma. 


TABLE 2. 


Methods of Urinary Diversions 


Nephrostomy. 

Pyelostomy. 

Ureterostomy. 

Cystostomy. 
Ureterosigmoidostomy. 

Isolated rectal or sigmoid pouch. 
Ileal conduit. 

Direct bladder replacement. 


PT err 


renal parenchyma. Chronic urinary infection is 
the invariable accompaniment of prolonged 
catheter drainage, and continued infection can 
result in chronic pyelonephritis. In addition, 
stone formation about the tube is common. 
Nevertheless, by frequent changes (two to three 
weeks) and daily irrigations, patients tolerate 
nephrostomies well for many years; but renal 
deterioration is inevitable. 

Maintenance urinary antiseptics are not rec- 
ommended since resistant organisms will emerge. 
After recovery from the initial operative pro- 
cedure, febrile episodes are most often related to 
obstruction of the nephrostomy tube. Prompt 
relief of the obstruction by irrigation or changing 
tubes, results in the rapid decline of the fever. 
Accidental dislodgement of a tube is a common 
complaint and requires the services of a physi- 
cian. Tubes of the four-winged collapsible type 
are preferable since they are self-retaining. Dis- 
lodged tubes should be replaced promptly since 
it is not unusual to have the fistulous tract to the 
kidney close within 24 to 48 hours. Although the 
catheter itself helps to prevent dislodgement, 
fixation to the skin by adhesive tape or a small 
plastic retaining device is desirable. Aseptic pre- 
cautions should be used in replacing tubes, and 
both the stylet and the catheter should be well 
lubricated. Correct positioning can be deter- 
mined by the ease of irrigation. 

Skin reactions in these patients are not a prob- 
lem since no urine comes in contact with the 
skin. The minimal drainage around the tube is 
well taken care of by placing a split 4 x 4 gauze 
pad around the tube. 


PYELOSTOMY (Figure 2) 


This procedure is rarely used as a permanent 
method of diversion. A tube is inserted directly 
into the renal pelvis without traversing any of the 
renal parenchyma. It is most often employed in 
plastic repair of the ureter or renal pelvis, where 
proximal diversion of short duration is required. 
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FIGURE 1. Nephrostomy. 


The complications and disadvantages are essenti- 
ally those of nephrostomy except that dislodge- 
ment is more common and replacement more 


difficult, since a good sinus tract is rarely 
established. 


URETEROSTOMY (Figure 3) 


Urine may be diverted at any level in the 
course of the ureter by means of a tube (in- 
tubated ureterostomy). This procedure is limited 
to temporary diversion for surgical reasons, or as 
an emergency procedure when minimal trauma 
ls essential. 

Cutaneous ureterostomy involves the trans- 
Plantation of one or both ureters to the skin of 
the lower abdomen and the establishment of an 
anastomosis of the ureteral mucosa to the skin 
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FIGURE 2. Pyelostomy. 


FIGURE 3. Intubated yreterostomy. 


surface. This is probably the simplest method of 
permanent diversion when the ureters are ca- 
pable of good function. The operation is accom- 
panied by minimal operative morbidity since the 
peritoneal cavity is not entered. In the long run, 
however, complications are extremely frequent. 
The course of the ureter in the extraperitoneal 
space as well as the resistance of the abdominal 
musculature, frequently results in obstruction of 
the ureter and hydronephrosis. In spite of numer- 
ous techniques of ureterocutaneous anastomoses, 
stricture at the skin surface and periureteral 
abscess formation is very common. The combina- 
tion of stricture and resistance of the abdominal 
wall frequently necessitates the insertion of small 
tubes in the ureters to the renal pelvis. Like 
nephrostomy diversion, this can produce chronic 
infection, stone formation and can intensify stric- 
ture formation in the upper ureter. 

If function can be maintained without the use 
of tubes, an appliance is worn over each of the 
ureteral skin buds and the urine drained into a 
disposable plastic Jeg bag. The use of two collect- 
ing devices (one over each stoma) is a further 
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objection to this operation. Skin irritation can 
occur but is helped by meticulous care of the 
periureteral area; silicone powders and jellies 
have been particularly effective in preventing 
dermatitis. Leakage around the appliance and 
difficulty in applying the apparatus are common 
problems. These are best resolved by the pa- 
tient’s personal preference for any of the variety 
of appliances available. 

In the event of an episode of acute infection 
localized to one side, the ureter should be in- 
tubated promptly with a small latex catheter. 
Catheter drainage should be continued until the 
infection or cause of any obstruction is relieved. 


CYSTOSTOMY 


Placing a tube directly into the bladder through 
the abdominal wall is used primarily in tempo- 
rary diversion following prostatectomy and in 
surgery of the urethra or perineum. Permanent 
cystostomies are used occasionally in severe 
urethral strictures, periurethral abscesses or mul- 
tiple perineal fistulas due to tuberculosis. Due to 
the lesser incidence of urethritis, epididymitis and 
orchitis, cystostomy is preferable to a permanent 
urethral catheter in those cases of benign pro- 
static hypertrophy or carcinoma when definitive 
surgery is contraindicated. 

Stone formation and chronic cystitis occur 
often in these patients, especially if they are im- 
mobilized for long periods. However, with daily 
irrigations, such tubes can be worn for several 
weeks and patients can sometimes be taught to 
change their own. 


URETEROSIGMOIDOSTOMY (Figure 4) 


The most attractive feature of this procedure 
is the maintenance of urinary continence. In 
addition, an appliance is not required. 

One or both ureters are implanted into the 
sigmoid colon as low as is possible, thus establish- 
ing the rectosigmoid as a cloaca. These patients 
pass a watery stool. Frequency of bowel move- 
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ments is of course increased and is related to 
fluid intake. The necessity for nocturnal bowel 
movements is disturbing to some patients. Con- 
tamination of the urinary stream is a constant 
threat, and repeated episodes of pyelonephritis 
do occur. Stricture formation at the uretero- 
intestinal anastomosis does happen and hydro- 
nephrosis is the result. 

Acute pyelonephritis in patients with uretero- 
sigmoidostomy is best treated by intubating the 


FIGURE 4. Ureterosigmoidostomy. 
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rectum with a large caliber tube. Purgatives 
should then be given to establish a free and 
rapid urinary-fecal flow, and the appropriate 
antibacterial agent given. Sterilization of the 
bowel with a nonabsorbable sulfa or neomycin is 
rarely required in handling the acute episode. 
Reabsorption of urinary electrolytes, particu- 
larly chlorides, as well as chronic potassium de- 
pletion, often result in disturbed electrolyte 
balance. Hyperchloremic acidosis of varying 


FIGURE 5. Isolated rectal pouch. 
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severity is frequently seen. This acidosis can be 
obviated to some degree by maintenance doses of 
sodium bicarbonate, especially since many of 
these patients are chronic sodium losers due to 
long established pyelonephritis. Indeed, hyper- 
chloremic acidosis is most often seen following 
ureterosigmoidostomy in those patients who had 
impairment of renal function prior to diversion. 

Another objection to this procedure is the loss 
of facility in study of the urinary tract should 


FIGURE 6. Ileal conduit. 
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obstruction ensue. Retrograde catheterization of 
the ureters in the sigmoid is rarely accomplished. 
However, in some series this method of diversion 
has given excellent long-term results. It con- 
tinues to be preferred by some because of the low 
operative morbidity and the maintenance of con- 
tinence. In addition, the operative procedure can 
be tolerated by most patients. 


ISOLATED RECTAL OR SIGMOID POUCH (Figure 5) 


There are many variations in the technique of 
this operation. Usually, the bowel is divided in 
the sigmoid or rectal region, the ureters im- 
planted into the distal segment, and a pull- 
through operation is used to place the sigmoid 
alongside the intact rectum within the anal 
sphincter. This operation has many attractive 
features, but is technically difficult to perform 
and continence is not always the result. The crea- 
tion of a rectal reservoir, free of fecal contamina- 
tion, prevents ascending pyelonephritis, but the 
reabsorption of urinary electrolytes is still an 
objectionable feature. 

An additional variation, which is employed by 
some surgeons in treating exstrophy of the blad- 
der, is the formation of a rectal bladder and 
diversion of the fecal flow by an end colostomy. 


ILEAL CONDUIT (Figure 6) 


This procedure is now the most popular of all 
methods. A short segment of terminal ileum is 
isolated with its mesentery intact. Intestinal con- 
tinuity is re-established by an ileoileal anastomo- 


JOSEPH BLOOM, m.D. took undergraduate training at Brown University, 
did graduate work in medical microbiology at the University of Wisconsin 
and received his medical degree from George Washington University. Follow- 
ing an internship at Edward J. Meyer Memorial Hospital, Buffalo, N.Y., 
Dr. Bloom served a general surgery residency at Buffalo’s VA Hospital, then 
took a urology residency at Boston’s Peter Bent Brigham Hospital. This 
phase of his training was interrupted by a two-year tour of duty with the 
Navy, during which time he was on the urologic staff of the U.S. Naval 
Hospital, St. Albans, N.Y. 


sis. The proximal end of the isolated segment is 
closed, the ureters implanted and the distal end 
brought out to the abdominal wall as an ileos- 
tomy. Peristalsis is thus maintained in the direc- 
tion of urinary flow. 

It should be pointed out that there is no con- 
tinence with this technique. The ileal loop acts 
only as a conduit and not as a reservoir. Some 
type of ileostomy appliance and rubber bag must 
be worn on the abdominal wall or leg. 

Ureteral stricture at the anastomosis site is 
uncommon. Since the ileum has a wide diameter, 
stricture at the skin surface is not a problem as 
it is with cutaneous ureterostomy. In addition, 
there is only one skin stoma and only one appli- 
ance is needed. The conduit comes directly 
through the abdominal wall and there is no 
concern about compression in the retroperitoneal 
space. 

Because of the rapid movement of urine across 
the loop (aided by peristalsis), there is no pool- 
ing. Thus, only minimal reabsorption of electro- 
lytes is possible. The urine can be maintained 
sterile because there is no contamination by the 
fecal stream. 

Properly instructed and fitted, most patients 
manage to keep their appliances on for four to 
seven days, and are able to divert their urine toa 
bedside drainage bottle at night, if they desire. 
The surgical procedure carries a significant mor- 
bidity and the mobilization of the ileal loop in- 
creases the operating time when compared to 
ureterosigmoidostomy. Again, access to the kid- 
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neys by retrograde ureteral catheterization is 
forfeited. 


DIRECT BLADDER REPLACEMENT 


Replacement of the bladder has been per- 
formed by fashioning a reservoir of ileum or sig- 
moid colon and anastomosing it directly to the 
distal urethra. This procedure has met with 
limited success due to the high morbidity. Incon- 
tinence, incomplete emptying, reflux of urine 
back to the kidneys and the reabsorption of elec- 
trolytes are among the postoperative problems. 
Prevention of electrolyte reabsorption has been 
attempted by reversing the intestinal graft so 
that serosa, instead of mucosa, lines the new 
bladder. This, of course, presents the urine with 


a nonabsorptive surface. The same objective has 
been achieved by denuding the intestine of its 
mucosa and replacing it with a bladder epithelial 
graft. Various techniques to prevent reflux have 
not been reliable. 

Present investigation appears to be focused in 
the field of direct bladder replacement. Reports 
of bladder formation around plastic forms and 
the regeneration of bladder by outgrowth from 
the distal ureter or urethra, are now being evalu- 
ated. Certainly, such methods could provide 
continence as well as freedom from electrolyte 
disturbance. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Use of Procaine Hydrochloride in Mechanical Obstruction and Ileus 


FRANKEL cites the value of procaine hydro- 
chloride both as a diagnostic and therapeutic tool 
in differentiating between mechanical obstruction 
and ileus. Where peristalsis could not be initiated 
or maintained, the presence of a mechanical ob- 
struction was suspected and proved. 

Procaine hydrochloride directly affects the 
postganglionic fibers of the parasympathetic 
system leading to an increased tone and motility 
of both small and large intestine. Two to 10 cc. of 
l or 2 per cent procaine is introduced into the 
alimentary tract by Levin tube or directly into 
the peritoneal cavity. If peristalsis can be 
initiated, often as soon as ten seconds after in- 
troduction, and can be maintained with subse- 
quent expulsion of feces and flatus, there is no 
mechanical obstruction. If, however, after re- 
peated doses, weak or segmental peristalsis can- 
not be sustained, one can postulate that a 
mechanical obstructive lesion is the cause. The 
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author makes the following conclusions. Procaine 
hydrochloride introduced into the intestinal tract 
via Levin tube or directly into the peritoneal 
cavity can: (1) be used in differentiating between 
intestinal obstruction and ileus, (If motility in- 
cluding peristalsis is initiated in seconds to 
minutes, maintains or increases its tone and may 
disappear yet recur with additional introduction 
of procaine, one may conclude that surgical in- 
tervention is not immediately required. There is 
assumed a temporary inhibition of peristalsis of 
myogenic or neurogenic origin.); (2) peristalsis 
can be initiated earlier in the management of 
ileus due to either intrinsic or extrinsic factors; 
(8) injected immediately after gastrointestinal 
surgery, it can initiate earlier motility; (4) 
prognosis of intestinal activity can be deter- 
mined early by this method, and (5) postoperative 
alimentation can be started sooner. (J. Internat. 
Coll. Surgeons, 32:135, 1959.) 
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The Arterial Flow Pattern 


JOHN C. ROSE, M.D. 
Associate Editor for Medicine, GP 


THE VARIETY of clinical measurements of the cir- 
culation seems endless: e.g., circulation times, 
electro- and vectorcardiography, ballistocardiog- 
raphy, phonocardiography, direct intravascular 
and intracardiac pressure recordings, even intra- 
cardiac sound recording. Left heart catheteriza- 
tion has long since left the experimental labora- 
tory for the clinic. Yet the main parameter of the 
circulation, the flow of blood, evades a routine 
direct measurement. Application of the Fick prin- 
ciple and the use of indicator-dilution curves pro- 
vide accurate estimates of cardiac output and 
organ blood flow in man. However, they give no 
information about the characteristics of blood flow 
within one cardiac cycle. 

The need for blood flowmeters that will provide 
high-frequency recordings of intravascular flow 
patterns in man is now being supplied by the ef- 
forts of many physiology and engineering labora- 
tories throughout the country. Several ingenious 
and potentially practical methods are being tested. 
The principles employed vary—among the most 
promising are ultrasonic, electromagnetic and dif- 
ferential pressure techniques. The goal of all 
investigators in this field is the ability to sense 
pulsatile flow, without undue interference with 
the circulation itself. 


Velocity versus Volume Flow 


To measure flow (e.g., milliliter blood per 
minute) in any given vessel, it is necessary to 
know the diameter of the vessel. In the case of 
instantaneous flow in an artery, that is, flow at 
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VELOCITY 


FIGURE 1. Cuttings from actual tracings of velocity and pres- 
sure in the thoracic aorta of a dog. These measurements were 
obtained using a catheter-tip ultrasonic flowmeter inserted via 
the femoral artery. 


any given instant within a cardiac cycle, it is nec- 
essary to know the diameter of the artery at that 
instant. Since the arterial diameter is constantly 
changing during one pulse, this becomes an ex- 
traordinarily difficult measurement to make. 
Instantaneous pulsatile volume flow can be 
measured only by means of devices that provide 
a constant vessel internal diameter; e.g., flow 
cells that either close around the vessel or re- 
place a segment. Many such recordings have now 
been made on exposed vessels in man with elec- 
tromagnetic flowmeters (Spencer and Denison). 
The instantaneous blood velocity pattern, on the 
other hand, can be recorded in intact animals and 
man by vessel catheterization. This pattern, of 
course, is closely related to the flow pattern. 


Velocity Patterns in the Aorta 


A record of blood velocity in the descending 
thoracic aorta of a dog is shown in Figure 1. The 
direct pressure measurement was made via a 
lumen in the same catheter. 

The wave form of blood velocity in the arterial 
system varies according to the specific artery, or 
the location in the aorta at which the recording is 
obtained. Generally, the peak of velocity occurs 
well within the first third of systole (systole as 
indicated on the arterial pressure pulse contour). 
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The wave forms of pressure and velocity are quite 
dissimilar. (In contrast, Fry, using a catheter- 
computed pressure gradient method, has shown 
that in the pulmonary artery, the wave forms of 
velocity and pressure are quite similar.) 


‘BACKWARD’ FLOW 


The indication of negative or “‘backward’’ flow 
is of interest. Figure 1 shows a slight backward 
movement of blood in the thoracic aorta at the 
end of systole. Some studies have shown negative 
flow only in the lower abdominal aorta and the 
branches of the aorta. It has been suggested that 
the abdominal viscera provide a low resistance to 
blood flow under normal conditions, and that as 
the force of cardiac ejection in the aorta diminishes 
at the end of systole, blood flows backward from 
the legs and other areas into abdominal organs. 


The Future of Flowmeters 


This short essay does not do justice to the po- 
tentialities of direct measurements of instantane- 
ous velocity and flow in the circulation in human 
subjects. Catheter-tip measurements of blood 
flow in the pulmonary artery will be, of course, 
far more informative than the present indirect 
methods of cardiac output measurement. The 
direct measurement of arterial blood velocity, 
correlated with instantaneously changing arterial 
diameters (as is theoretically possible with ultra- 
sonic methods), and arterial pressure, will pos- 
sibly yield new information with regard to the 
elasticity of arteries and changes due to athero- 
sclerosis. The flow through intracardiac and 
other congenitally abnormal channels will be 
measured accurately for morecomplete preoper- 
ative information. Valvular dysfunction will be 
quantitated precisely. It is quite evident that 
practical techniques of direct blood flow meas- 
urement in man will open new areas of inves- 
tigation with regard to specific organ systems 
and the circulation as a whole. 
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Phenformin 


POMERANZE and his colleagues have inves- 
tigated the clinical usefulness of a new 
synthetic, nonsulfonylurea compound, 
phenformin (DBI®) as an oral hypogly- 
cemic agent. The mechanism of action 
of DBI in the diabetic patient is obscure. 
One study indicates that this agent may 
supplement the action of insulin in the 
human diabetic by promoting the utili- 
zation of glucose at sites other than the 
peripheral muscle cells. It is clear that 
DBI does not act like insulin. 

Pomeranze and his colleagues used DBI 
in the treatment of diabetes mellitus in 206 
patients for a period of two years. All types 
of diabetic patients were included in this 
study. These included young patients and 
old ones, as well as those with labile dia- 
betes. In 110 patients, DBI made exoge- 
nous insulin unnecessary. In 18 additional 
patients, the exogenous insulin require- 
ment was decreased by at least one-half. 
Severe gastrointestinal intolerance to 
DBI forced 53 patients to stop taking it, 
but recovery from untoward effects was 
complete in every case. During the period 
of two-year treatment, there were no signs 
or symptoms in any of the 206 patients in- 
dicative of tissue damage due to DBI. 

None of the patients successfully treated 
with DBI alone could be classified in the 
group of diabetics considered to have no 
endogenous insulin production. It is the 
clinical impression of these investigators 
that the successful management of the dia- 
betic patient with DBI requires the pres- 
ence of exogenous or endogenous insulin. 
The authors conclude that DBI is an ef- 
fective hypoglycemic and hypoglycosuric 
agent for oral use in the management of 
diabetes mellitus. (JAMA, 171:252, 1959.) 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the eighth of twelve from the University of Oregon. 
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Therapy in the Premature and Newborn Infant 


GEORGE W. DANA, M.D. 


AND ELTON L. McCAWLEY, M.D. 


Departments of Pediatrics, Pharmacology and Therapeutics 
University of Oregon Medical School 
Portland, Oregon 


THE HIGH MORTALITY rate associated with pre- 
mature birth and the full-term neonatal period, 
makes it important to protect patients from the 
hazards present at these times. Sometimes our 
best intentions have been rewarded by unex- 
pected reactions. High oxygen concentrations for 
combating anoxia have resulted in retrolental 
fibroplasia. Vigorous therapy with chlorampheni- 
col (Chloromycetin®) has produced the “gray 
syndrome.”’ When infants receive this drug for 
nursery infections, death results from misuse of 
the antibiotic. An increase in the incidence of 
kernicterus in premature infants has been asso- 
ciated with the prophylactic use of vitamin K 
analogues and sulfisoxazole. If we must depend 
on empiric observation and experience to avoid 
serious drug reactions, we may fall between the 
twin dangers of therapeutic nihilism and over- 
treatment. Increasing information about the in- 
teraction of drugs and enzymes provides us with 
a better understanding of drug reactions in the 
premature and newborn infant. This information 
promises a more rational basis for pediatric 
therapeutics. 

The chloramphenicol “gray syndrome,”’ first 
reported in 1959, consists of abdominal distention 
with or without emesis; occasional hypothermia; 
progressive pallid cyanosis, and vasomotor col- 
lapse, often with irregular respiration. These 
conditions cause death. This syndrome, usually 
associated with an elevated dose (100 mg. per 
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kilogram) in full-term infants, also may occur 
in premature infants following the usual dose 
of the antibiotic (25 mg. per kilogram). 

Kernicterus and the accompanying hyperbili- 
rubinemia first received attention as a complica- 
tion of erythroblastosis fetalis. Kernicterus also 
occurs as a complication of therapy with certain 
drugs. When large doses of the water-soluble 
vitamin K analogues are given (over 30 mg. 
during the first three days of life) there is an 
increased incidence of kernicterus in premature 
infants. The drugs involved include: menadione 
sodium bisulfite (Hykinone®) and menadiol 
sodium diphosphate (Synkayvite®). An entirely 
different drug, a sulfonamide, sulfisoxazole (Gan- 
trisin®), also causes kernicterus. When pre- 
mature infants were given sulfisoxazole as a 
prophylactic measure against bacterial infections, 
there was a tenfold increase in the incidence of 
kernicterus. In addition to the kernicteric degen- 
eration of basal ganglia, the mortality rate was 
greater for infants receiving sulfisoxazole than 
for infants given a broad-spectrum antibiotic or 
receiving no treatment at all. Finally, kernicterus 
may be the result of hemolytic anemia in the 
infant. Fortunately, hemolytic anemia is a rare 
side effect of drugs. However, it has occurred 
with aspirin and other innocuous drugs. 


Interaction of Enzymes and Drugs 


Now it is accepted that all activity of living 
things is dependent on enzymes. Enzymes, in turn, 
are dependent on genes and the environment in 
which they act. Thus, we can say that the state 
of health depends on the proper component of 
enzymes acting in the proper way at the proper 
time. The complement of enzymes is dependent 
on gene content. This fact is indicated by the 


101 


3 

4 


Therapy in the Premature 
and Newborn Infant 


TABLE 1. 


Diseases Caused by a Genetic Deficiency 
of Certain Enzymes 


Disease Deficient Enzyme Activity 

Albinism tyrosinase 

Familial nonhemolytic _glucurony! transferase 
jaundice 

Galactosemia p-galactose uridyl transferase 

Methemoglobinemia methemoglobin reductase 

Phenylketonuria phenylalanine hydroxylase 

Primaquine-sensitive glucose-6-phosphate 
hemolytic anemia dehydrogenase 

von Gierke’s disease glucose-6-phosphatase 


increasing number of “inborn errors of metab- 
olism” in which inherited alterations in genetic 
structure are associated with disease apparently 
caused by the lack of a single enzyme (Table 1). 
The complement of enzymes is dependent on the 
environment in which the genes act. This is 
demonstrated by work on the so-called adaptive 
enzymes. In organisms ranging in complexity from 
bacteria to mammals, enzyme activity can appear, 
vary in intensity and disappear with changes in 
environmental conditions. Hormones and sub- 
strate concentration are among the more im- 
portant determinants of enzyme activity. 

Drugs also influence enzyme activity and 
thereby produce their pharmacologic effects. 
Conversely, the action of drugs is influenced by 
the status of enzyme activity in the organism. 
The absorption, distribution and excretion (with 
or without conversion to an inactive form) of the 
drug are influenced by the action of enzyme 
systems on the drug. It is impossible to give 
one type of activity priority over the other 
since access to the body, location within the 
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body and persistence in an active form are as im- 
portant to the drug effect as is its specific activity. 

As our knowledge of enzyme activity increases 
so does our assurance of the drug’s effect in 
a given situation. Drug therapy is empiric in 
its origin. Therefore, its terminology is descrip- 
tive of what happens rather than how it happens. 
It might be helpful to think of drug idiosyncrasy, 
“an abnormal or unusual response to a drug,” 
as meaning that the enzyme setup in this case 
was unexpected. It is also helpful to think of 
drug toxicity, “an expected pharmacological 
reaction that occurs in a large majority of patients 
treated with similar dosage and time relation- 
ships,” as signifying an enzyme situation common 
to those patients. The infant’s unusual reactions 
to drugs are based on changes of drug-enzyme 
interactions. When these interactions are under- 
stood they can predict the unexpected. 


Immaturity of Enzyme Systems 


Subsequent to the delineation of permanent 
deficiencies in enzyme systems as the cause of 
inborn errors of metabolism, similar, temporary 
deficiencies have been found in the normal new- 
born infant and accentuated in the premature. 
Enzymes involved in these metabolic mechanisms 
have not developed in uterine life and do not 
develop for an appreciable period of time after 
birth. Therefore, drug therapy during the neonatal 
period may be considerably different than drug 
therapy in adult life. During the growth of the 
embryo there is successive utilization of energy 
sources for: (1) carbohydrate, (2) fats and (3) 
proteins. The enzymes and cofactors involved in 
these metabolic cycles develop only when the 
utilization of energy sources is changed. Thus, 
the newborn infant exhibits a biochemical im- 
maturity of various tissues and their enzymes. 
These infants metabolize some physiologic prod- 
ucts and drugs differently than an adult. There- 
fore, it is understandably improper to treat them 
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as small editions of adults, handling their metab- 
olism in the same way except on a smaller scale. 
Such an assumption puts undue confidence in 
the premise that correct dosage can be arrived at 
by some fraction of direct proportionality which 
can be based on either age, weight or body sur- 
face (Young’s rule, Clark’s rule, Crawford’s rule 
or other rules for pediatric dosage). Thus, the 
concept of midget medicine will not work when 
we are, in fact, dealing with medicine of the 
immature. 


Examples of Enzyme Systems 


In looking at life processes as dependent on 
enzyme systems, we appreciate that the types 
of function maintained by enzymes belong in 
various categories. Some are concerned with 
anabolism and maintaining the integrity of the 
cell; others control distribution of substances 
within the body, and some are involved in 
catabolism and disposal of metabolic products 
and foreign material. Still other enzymes, little 
studied as yet, make the physiologic function of 
the cell possible. Acetylcholine esterase in nerve 
activity is a classic example. 


RED CELL ENZYMES 


Hemolytic anemia, as an idiosyncrasy reaction, 
may be a response to many different drugs. In 
some instances it is associated with an inherited 
deficiency of the enzyme glucose-6-phosphate 
dehydrogenase in the red cell. The best studies 
of this enzyme defect are from “favism” (fava 
beans), pica involving moth balls (naphthalene) 
ral the antimalarial drugs of the primaquine 
The deficiency of this dehydrogenase in turn 
interferes with the return of glutathione to the 
reduced state, a state which is necessary to 
maintain the metabolic requirements of the red 
cell. Like the red cells of these individuals, the 
red cells of normal newborns show a temporary 
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inability to maintain glutathione in the reduced 
state when exposed to certain naphthalene 
derivatives such as menadione. However, glucose- 
6-phosphate dehydrogenase activity is increased 
rather than decreased in the red cells of the 
newborn. Therefore, their sensitivity to naph- 
thalene derivatives is clinically similar to the 
inherited disorder but not identical on the enzyme 
level where details remain to be worked out. 


BLOOD-BRAIN BARRIER 


The relationship of bilirubin tissue distribu- 
tion to kernicterus is very interesting. Even 
recognizing that bilirubin is toxic to cells of the 
basal ganglia and that the infant is particularly 
susceptible to hyperbilirubinemia.does not indi- 
cate why the infant, and not the adult, will suffer 
damage to brain cells at equal serum bilirubin 
levels. 

It is not unreasonable to assume that the 
difference may be in the blood-brain barrier. A 
defect in the blood-brain barrier could permit 
toxic concentrations of bilirubin in cells of the 
brain and spinal cord. Any membrane which 
blocks passage of small molecules, such as bili- 
rubin, against a concentration gradient must do 
so by an energy-dependent enzyme system. 


LIVER ENZYME SYSTEMS 


Now it is believed that direct disposal of drugs 
by the kidney is of relatively minor importance 
in limiting their duration of action. Instead, liver 
enzymes are responsible for converting drugs to 
an inactive form in which they can be excreted by 
the kidney. The proposed mechanism by which 
the kidney eliminates drugs includes their pas- 
sage through the glomerular membrane in a 
quantitative fashion. This is true of practically 
all solutes or noncolloidal materials. Except for 
those substances for which special transport 
mechanisms exist, the tubular epithelium handles 
substances in the glomerular filtrate as though it 
were a continuum of membrane with lipoidal 
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characteristics. This means that all lipid-soluble 
materials are reabsorbed and returned to the 
blood stream. Most drugs at the pH of body 
fluids are weak organic electrolytes which act as 
fat-soluble molecules. Therefore, they pass back 
into the circulation in an almost quantitative 
fashion and would wander throughout the body 
for a lifetime unless converted to a form suitable 
for renal excretion. Preparation for renal excre- 
tion is accomplished by enzyme activity which 
converts the drug from a weak organic electrolyte 
with lipid characteristics into a structure which 
contains a higher degree of ionization or greater 
water solubility. Certain drugs such as the 
penicillins, the tetracycline antibiotics and pheno- 
barbital are excreted by the kidney unchanged. 
Since these drugs do not require metabolic con- 
version by the liver, the drug response of the 
neonatal infant and adult would be expected to 
be the same. 


MITOCHONDRIA 


The mitochondria of the liver are rich in 
enzymes primarily concerned with respiratory 
functions of the liver cell and only to a minor 
extent involved in the metabolism of drugs. 
However, glucuronide formation is one chemical 
change dealing with excretion that does involve 
enzymes located in the mitochondria. 

The chemical difference between bilirubin giv- 
ing the direct van den Bergh reaction and biliru- 
bin giving the indirect (after addition of alcohol) 
reaction is that the former is bilirubin diglucuro- 
nide and the latter is not conjugated. Conversion 
of unconjugated bilirubin to bilirubin diglucuro- 
nide is dependent on an enzyme system whose 
principal site of activity is in the liver. This 
enzyme system involves the formation of uridine 
diphosphoglucuronic acid as an active donor of 
glucuronic acid. Glucurony] transferase is present 
as the transferring agent of glucuronic acid to a 
variety of acceptors; in this case, bilirubin. 
Bilirubin is excreted by the liver as the diglucuro- 
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nide. Therefore, a deficiency in the mechanism 
for formation of the diglucuronide will result in 
elevation of the serum bilirubin level. Now, this 
is accepted as the principal cause of the “physi- 
ologic’”’ jaundice seen in approximately two-thirds 
of all full-term infants. This “physiologic” 
jaundice may be associated with an indirect 
serum bilirubin level of 7-10 mg. per cent on the 
fourth day of life. After this length of time the 
level gradually falls. In premature infants, the 
bilirubin may continue to rise to levels associated 
with kernicterus. 

Several drugs are excreted as metabolic prod- 
ucts of glucuronic acid. Morphine, the anti- 
pyretic analgesic N-acetyl-p-amino-phenol, estra- 
diol, progesterone, chloramphenicol, the sulfona- 
mides and vitamin K derivatives constitute only 
a partial list. 


MICROSOMES 


The microsome enzyme system of the liver 
affects a vast majority of drugs. This system 
involves a reduced triphosphopyridine nucleotide, 
which with oxygen forms an intermediate organic 
peroxide and results in a general oxidation 
reaction equivalent to the introduction of the 
hydroxyl group (Table 2). This one enzyme can 
metabolize a great variety of chemicals, aromatic 
rings, aliphatic chains, nitrogen, oxygen or sul- 
fur moieties. 

The metabolite formed by this hydroxy] donor 
system of the microsome may undergo still fur- 
ther structural change in the microsome or in 
other tissue structures. Studies of the metabolism 
of drugs indicate that often more than one me- 
tabolite is formed. 

Ideally, the enzymes of the microsomal system 
acting on foreign substances should be non- 
specific to accommodate any new drug. However, 
the same microsomal enzyme system must not 
deplete the body of essential compounds chemi- 
cally related in structure to drugs. It is postulated 
that the microsomal oxidative hydroxyl donor 
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systems are protected by a lipoidal barrier so that 
it is penetrated only by fat-soluble substances. 
There is evidence that |-phenylalanine is not 
hydroxylated by microsomes but rather by the 
highly specific oxidative enzymes of the mito- 
chondria. Presumably this is because the amino 
acid phenylalanine is not lipoid soluble and does 
not enter the microsomal enzyme structure. This 
microsomal hydroxyl-introducing enzyme has an 
important bearing on pediatric therapeutics. 
Studies in animals indicate this enzyme system 
is not present in the liver at birth. Correlation 
with the human infant allows us to say that 
this enzyme is not to be found in prematures, 
is not present at birth and reaches significant 
levels only at 114 to 2144 months of life. It may 
require a full year of life for the enzyme to 
become fully active. 


Clinical Examples 


Untoward reactions to drugs may involve one 
or several of the enzyme systems discussed 
previously. 


VITAMIN K 


The newborn infant is liable to a deficiency in 
those elements of the clotting mechanism (pro- 
thrombin, PTC, proconvertin and the Stuart- 
Prower factor) seen in adult vitamin K deficiency 
and following treatment with coumarin drugs. 
Since the deficiency can be corrected with vitamin 
K, it has been called a nutritional disorder. To 
ameliorate this deficiency in the neonate, it be- 
came general practice to give vitamin K to the 
mother prior to delivery of the newborn infant. 
Subsequently, doubts (probably based on better 


TABLE 2. 


Examples of Widely Differing Drugs Which Can Be Metabolized by a Single Enzyme of the Liver 


Metabolic Product 
Chemical Reaction Drugs Excreted by Kidney 
1. Side-chain oxidation Thiopental (Pentothal®)—intravenous anesthetic. . . . . Pentothal-carboxylic acid 
Pentobarbital (Nembutal®)—sedative-hypnotic. . . . . . Nembutal-alcohol 
Nembutal-carboxylic acid 
2. Nitrogen-dealkylation Ephedrine—pressor amine... ............. Nor-Ephedrine 
Meperidine (Demerol®) and codeine-analgesics .... . Nor-Demerol, Nor-Codeine 
Quinacrine (Atabrine® )—antimalarial, antirheumatic . . . Nor-Atabrine 
4. Oxidation of thio-ethers Chlorpromazine hydrochloride (Thorazine®) and other 
phenothiazine drugs—tranquilizers .......... Phenothiazine-Sulfoxides 
5. Hydroxylation Amphetamine (Benzedrine®)—pressor amine. ..... . P-hydroxy Benzedrine 


6. Deamination 
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ante-partum care which included unrecognized 
continuation of the practice) were raised as to the 
necessity for this. It has required recent studies 
to re-emphasize its importance. 

Following elucidation of the structure of the 
naturally occurring vitamins K, and Ky many 
derivatives of naphthoquinone with vitamin K 
activity were synthesized. 

The vitamin K derivatives are excreted as 
the glucuronide conjugates. Since hyperbili- 
rubinemia is a reaction to vitamin K in premature 
infants, a correlation was attempted to prove 
that bilirubin must be converted to the diglucuro- 
nide form before it can be excreted. Thus, we 
may postulate that in the premature infant with 
a glucuronide transferase enzyme system working 
at a fraction of its adult efficiency, there is 
competition with drug and bilirubin for the same 
enzyme. The resultant concentration of non- 
metabolized bilirubin accumulations in neural 
cells causes kernicterus. 

The hyperbilirubinemic effect of synthetic 
compounds with vitamin K activity is partly 
a hemolytic effect. In two studies, evidence for 
hemolysis has not been found by determination 
of hemoglobin and reticulocyte counts. However, 
these methods may be too crude to detect an 
amount of hemolysis sufficient to raise the bili- 
rubin level when excretion of bilirubin is im- 
paired. By finding an increase in Heinz bodies 
above the usual elevated level in prematures, 
it is suggested that the effect of vitamin K 
analogues is hemolytic. Increased Heinz body 
formation is also characteristic of the hemolytic 
anemias resulting from a genetic sensitivity to 
certain drugs. 

Even though this review of vitamin K and 
its interrelationships in the newborn is sketchy, 
it is sufficient for practical conclusions about care. 
Prophylactic administrations of vitamin K to the 
mother or infant will decrease the frequency of 
hemorrhages in the newborn. Oral administration 
to the mother (10 mg. is enough) no later than 
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four hours before delivery is adequate. If the 
mother has not received vitamin K, it should be 
given to the infant parenterally because oral 
administration is difficult and absorption may be 
unreliable. An adequate and safe prophylactic 
dose is 1 to 2 mg. of either natural or synthetic 
vitamin K. When treatment is required, a 
preparation of vitamin K,, phytonadione (Me- 
phyton® and Konakion®) is preferable. A dose 
of 10 mg. is probably adequate. 


SULFONAMIDES 


Sulfisoxazole has been associated with an 
increased incidence of kernicterus when used for 
prophylaxis in the premature infant. Possibly 
this association can be related to a hemolytic 
effect of the drug, potentiation of the cytotoxic 
effect of bilirubin or competition with bilirubin 
for pathways of excretion. Another mechanism 
that relates to the distribution of bilirubin has 
been shown to apply to both sulfisoxazole and 
salicylate. Indirect bilirubin is carried in the blood 
bound to albumin. In that state it is not free to 
diffuse through the semipermeable membrane. 
Sulfonamides, salicylates and heme pigments have 
been shown to dissociate bilirubin from its bind- 
ing to albumin and thereby increase the amount 
free to diffuse into extravascular sites. The lack 
of competence in the blood-brain barrier in the 
immature infant accounts for the greater ease 
with which bilirubin reaches the brain during the 
neonatal period than later. 

From this we can conclude that sulfonamides 
should be used with caution, if at all, in the 
premature and newborn. Certainly they should 
be avoided when jaundice is present. The danger 
of giving sulfonamides to the mother at term 
should be recognized. Sulfamethoxypyridazine 
(Kynex®) and sulfadimethoxine (Madribon®) 
both have been shown to cross the placenta and 
give persistent blood levels for the first five to 
six days of life. Sulfadimethoxine has been shown 
to cause an increased death rate from kernicterus 
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in a strain of newborn jaundiced rats. Infusion 
of salt-free human albumin might be worthwhile 
in treating hyperbilirubinemia in the newborn. 
The increase in binding sites on albumin would 
prevent extravascular diffusion of bilirubin and 
could change the gradient to promote diffusion of 
unbound bilirubin back into the blood stream. 
When combined with subsequent exchange trans- 
fusion, albumin administration would be ex- 
pected to result in a greater total bilirubin 
removal from the body and then by less rebound 
in the bilirubin level. Now, this theoretical 
advantage is receiving clinical trial in the treat- 
ment of erythroblastosis. 


CHLORAMPHENICOL 


Chloramphenicol is another drug involving 
glucuronide formation for its excretion. However, 
hyperbilirubinemia and kernicterus have not been 
reported as complications of its use in premature 
infants. Much of our knowledge concerning 
chloramphenicol metabolism has been worked 
out by investigators in the pharmaceutical in- 
dustry, and constitutes a highly valued service 
to the medical profession. In the adult patient, 
only 5 to 10 per cent of chloramphenicol is 
excreted in the free form in the urine. The 
remaining 90 per cent appears as chloramphenicol 
glucuronide or as the glucuronide of a derivative 
in which the chloromethylamide radical has been 
removed. These metabolites do not appear in 
the urine of premature infants; rather, there is 
a new metabolite of chloramphenicol not found 
in adults. This involves dehalogenation and 
reduction of the terminal dichloroacetate radical. 
The same 5 to 10 per cent as in the adult is 
found in the free form. Presumably, if the infant 
did not have an alternative pathway of metab- 
olism of the antibiotic, competition between 
chloramphenicol glucuronide formation and bili- 
rubin diglucuronide production might cause 
hyperbilirubinemia and kernicterus. The “gray 
syndrome” is believed to be caused by a high and 
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prolonged contact of neural tissue with chlor- 
amphenicol because of its slower rate of meta- 
bolism in premature and newborn infants, at 
doses of the drug previously considered safe. In 
order to avoid this complication, the dosage 
should not exceed 25 mg./kg./day in the pre- 
mature or 50 mg./kg./day for the full-term infant 
to 1 month of age. 


BARBITURATES 


Barbiturates are metabolized by the same 
microsomal hydroxyl-donor enzyme system which 
also acts on many other drugs. The long-estab- 
lished warning against the use of ultra- short- 
acting barbiturate anesthesia or short-acting 
barbiturates for sedation has as its basis the 
absence of this microsomal hydroxyl-donor en- 
zyme in liver at birth. 

Newborn mice given 10 mg. per kilogram of 
hexobarbital sodium (Evipal®) or thiopental 
(Pentothal®) sleep for more than 360 minutes in 
comparison to the less-than-five-minutes sleeping 
time of the adult mouse. The decrease in sleeping 
time correlated with the increased appearance of 
the microsomal enzymes. This is apparent from 
the data that 7-day-old mice sleep one-third the 
time of the newborn, that is 107 minutes, and by 
21 days the sleeping time is 27 minutes. Simi- 
larly, newborn mice given 50 mg. per kilogram 
of hexobarbital sodium or thiopental died, whereas 
adult mice slept for 17 minutes. Therefore, such 
barbiturate drugs administered to premature or 
newborn infants may not only be followed by a 
prolonged action of the drug, but also by death. 
Since phenobarbital and barbital are excreted 
almost totally unchanged in both the adult and 
infant, they do not require metabolic destruction. 
The barbiturates are listed only as one example 
of drugs found to be dangerously toxic in pre- 
mature infants. The drugs listed in Table 2 and 
still others whose metabolic pathways yet remain 
to be worked out should be suspected for toxicity 
in premature infants. 
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Sciatic Nerve Injury due to Antibiotics 


IN A PRELIMINARY report Combes and her col- 
leagues report severe lower limb deformities pre- 
viously attributed to poliomyelitis or congenital 
clubfoot in 12 children who received intragluteal 
injections of antibiotics. Damage to motor, 
sensory and autonomic components localized the 
lesions to the sciatic nerve in the buttock. Dense 
perineural scarring of the sciatic nerve and 
sheath was revealed at surgical exploration. Re- 
covery has been poor in most instances. 

This syndrome was reproduced in newborn 
rats by the injection of antibiotics in close 
proximity to the sciatic nerve, but not by the 
injection of isotonic saline or the insertion of 
a needle into the nerve. Nerve exploration re- 
vealed gross pathologic changes similar to those 
found in the patients. Recovery began in some 
animals after two weeks, but response of the 
nerve to faradic stimulation was impaired. This 
injury is probably the consequence of chemical 
irritation as well as constriction of the nerve 
by scar tissue. It is probably a consequence of 
the small mass of the gluteal muscles in pre- 
mature and newborn infants. These authors 
recommend that injections in such infants be 
made on the anterior surface of the thigh where 
the muscle mass is much larger. (Clin. Res., 8:47, 
1960.) 


White Cell Count in Shigellosis 


DONALD AND WINKLER emphasize the difficulty 
in deciding whether or not a child with diarrhea 
has a bacterial, viral or other type of infection, 
before the results of bacteriologic studies are 
available. This decision is obviously important 
in order for proper therapy to be instituted. One 
of the most commonly employed laboratory pro- 
cedures is the total leukocyte count which has 
been used as an aid in the differential diagnosis 
in many diseases. These authors present the 
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white blood cell counts from a group of 67 infants 
and children with proven shigellosis and present 
some data to support a possible explanation of 
the extremely variable findings. 

Counts ranged from 2,200 to 36,600 per cu. 
mm. Some patients had a definite leukopenia; a 
number had leukocytosis, and a number had per- 
fectly normal white blood cell counts. It is ob- 
vious that the white blood cell count in patients 
with bacillary dysentery is of very little use in 
the diagnosis of this condition. These authors 
suggest that the continued absorption of the 
Shigella endotoxin is capable of producing the 
picture of either leukopenia or leukocytosis de- 
pending on the time at which the count is ob- 
tained. (J. Pediatrics, 56:61, 1960.) 


Infant Mortality 


WIENER AND SHERMAN have reviewed all cases 
of infant deaths at Boston City Hospital from 
1956 through 1958. Hyaline membrane disease 
and pneumonia were the leading causes of death 
in the immature (less than 1,000 Gm.) infants. 
These same two entities were the leading causes 
of death in the premature (1,000 to 2,500 Gm.) 
infants. The major causes of death for mature 
infants (more than 2,500 Gm.) were pneumonia 
and congenital anomalies. Hyaline membrane 
disease was found only occasionally in this last 
group. 

The congenital anomalies involved the follow- 
ing systems in decreasing order of frequency: 
nervous, skeletal, genitourinary, cardiovascular 
and gastrointestinal. The most frequent anomaly 
in each system was hydrocephalus, talipes equi- 
novarus, horse-shoe kidney, transposition of the 
great vessels and congenital absence of the left 
diaphragm. The bacteriologic studies in cases 
with evidence of sepsis showed a preponderance 
of gram-negative rods such as E. coli, aerogenes 
and P. vulgaris. (Boston Medical Quarterly, 11:5, 
March, 1960.) 
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Prochlorperazine Complications 


PROCHLORPERAZINE (Compazine®, Smith Kline 
and French) is widely used as an effective anti- 
emetic and ataractic agent. Serious side effects 
are infrequent but there have been reports of an 
acute dyskinetic neuromuscular syndrome in pa- 
tients treated with large doses of the drug. 

Gailitis and colleagues report four cases of mo- 
tor abnormalities following various doses of Com- 
pazine. The reactions were strikingly similar, 
with eye movements suggestive of oculogyric 
crisis, grotesque distortion of the face, trismus, a 
protruding tongue, opisthotonos and extensor 
rigidity of the extremities. The early signs of the 
syndrome should be carefully watched for when 
initiating therapy or when the patient is on high 
doses (60 mg. per day) of the drug. The treat- 
ment is to stop the Compazine and give paren- 
teral barbiturate. (Annals of Internal Medicine, 
52:38, 1960.) 


Pulmonary Physiology of Cigarette Smokers 


WILSON and his associates present evidence that 
cigarette smoke in heavy smokers not only is sta- 
tistically related to serious diseases, such as 
cancer of the lung, severe pulmonary emphyse- 
ma and debilitating chronic bronchitis, as shown 
by others, but also causes far more extensive and 
subtle physiologic changes in the function of the 
lungs in persons who, otherwise, appear to be 
normal. They point out that anyone who has 
smoked more than 20 cigarettes a day over a 
long period cannot be classified as having normal 
pulmonary function. The 1 second forced respir- 
atory volume, the total lung capacity and the 
maximum breathing capacity (see Figure 1) were 
all significantly decreased. The ratio of residual 
Volume to total lung capacity (see Figure 2) and 
the index of pulmonary mixing were significantly 
Increased. The diffusing capacity of the lung was 
also decreased in these smokers. 
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These data indicate that certain agents in the 
smoke serve as irritants that over a long period 
could easily lead to chronic infection and inflam- 
mation, and permanent changes in the tracheal- 
bronchial tree as well as the alveolar epithelium. 
The data support the concept that the effects of 
smoking are far-reaching in the population. The 
implications are that the minor effects of smok- 
ing (that is, as compared to the major effects of 
smoking such as cancer of the lung and severe 
pulmonary emphysema) vary greatly in degree, 
but that most smokers have some degree of 
pathologic changes in the lungs or bronchial 
structures, especially if they have smoked as 
much as one package or more a day over a 
period of 18 years. (New England Journal of 
Medicine, 62:956, May 12, 1960.) 
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Ulcerative Colitis 

Lysons and his colleagues state that “‘the defini- 
tive surgical treatment of ulcerative colitis re- 
quires the removal of the colon and, when indi- 
cated, the rectum as well.” In recent years surgi- 
cal opinion has favored the one-stage ileostomy 
with total colectomy. The results generally have 
been favorable with a drop in mortality of 25 per 
cent or more; however, the authors cite factors 
other than the one-stage extirpation as having a 
prominent place in this achievement. For exam- 
ple, the advent of antibiotic therapy in manage- 
ment of colonic perforation and peritoneal soil- 
ing, advances in fluid and electrolyte administra- 
tion and the availability of the corticoids have 
“*... often transferred the desperate condition of 
the patient dangerously ill with acute, fulminat- 
ing, toxemic ulcerative colitis (once resulting in a 
high mortality rate, after any operative proce- 
dure) into a relatively quiescent state suitable 
even for an extensive total colonic resection.” 

Lysons and his group also believe, however, 
that when surgical thinking becomes dogmatic 
the best interests of the individual patient may 
not be served. They state that ‘‘the introduction 
of one-stage ileostomy, total colectomy; and 
proctectomy has been one of the outstanding 
therapeutic triumphs. However, so much un- 
compromising emphasis has been placed on this 
procedure that in many instances a practitioner, 
or resident, has heard of no other alternative .. . 
There are indications for lesser surgical proce- 
dures in the treatment of ulcerative colitis, which 
may be lifesaving.” 

The present contribution is a summary of 15 
years’ experience in the surgical management of 
ulcerative colitis at the Mount Sinai Hospital, 
New York. All procedures were staged, i.e., 
ileostomy, followed first by partial or subtotal 
colectomy and then by proctectomy. The over-all 
mortality after ileostomy was 10.4 per cent with a 
high of 30 per cent mortality when ileostomy was 
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performed in the acute fulminating form of the 
disease. However, for the last five years of the 
series (1947 to 1952) the mortality rate dropped 
to zero. 

As a result of their experience the authors be- 
lieve that ‘“‘the choice of operative procedure in 
ulcerative colitis should depend on the general 
state and the complications of the disease, rather 
than a preformed concept that all patients should 
be treated by the same method.”’ Toward this end 
they offer a discussion of the available operative 
techniques for managing this condition. 

Though the authors did not perform total colec- 
tomy and ileostomy in one stage they think that 
it is the procedure of choice for dealing with acute 
massive hemorrhage when the precise site of 
bleeding is not known. 

In less dire circumstances it offers complete 
extirpation of the organ responsible for the dis- 
ease; however, they think that before the one- 
stage procedure is undertaken two prerequisites 
must be fulfilled: (1) the rectum must be beyond 
salvage, and of no possible future use and (2) 
the patient’s condition must remain good through- 
out the operation. When the rectum may be of 
future use for performance of ileoproctostomy, 
or when the patient’s condition deteriorates dur- 
ing surgery, making proctectomy too hazardous, 
subtotal colectomy and ileostomy may be per- 
formed. The authors further state that ‘‘leos- 
tomy alone, as a first step, can be lifesaving and 
gratifyingly successful in the presence of sudden 
deterioration of the patient’s condition on the 
operating table, moribund state before operation, 
advanced colonic distension, acute intestinal ob- 
struction or internal fistula.’’ Case reports are 
cited as evidence of the efficaciousness of each of 
the alternative procedures; however, ultimate 
success of any operation is dependent upon the 
willingness of the surgeon to modify his preopera- 
tive strategy as changes in the patient’s needs 
and condition arise. (Annals of Surgery, 151:169, 
1960.) 
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X-rays and Leukemia 


CRONKITE and his colleagues review the complex 
problem of the induction of leukemia by ionizing 
radiation. Data in man are now available, largely 
from the Japanese atomic bomb survivors, to in- 
dicate that the incidence of leukemia following 
single large doses of radiation increases propor- 
tionately to the dose of the radiation. The evi- 
dence is not at all clear as to the harmful effect of 
chronic, small doses of radiation such as would 
occur with fallout. The authors do not deprecate 
radiation as a hazard but point out a number of 
discrepancies, including falling leukemia rates, in 
the theory that background radiation is an impor- 
tant cause of leukemia in man. (American Jour- 
nal of Medicine, 28:673-683, May, 1960.) 


Therapeutic Hypothermia 
in Cases of Head Injury 


THIRTY PATIENTS with very severe head injuries 
who were treated with hypothermia are reported 
by C.D. Sedzimir of the Regional Neurosurgical 
Centre at Liverpool, England. For this study, 
selection lay in the severity of the condition. Only 
the most severe head injuries qualified, and no 
patient was considered too ill if alive on hospital 
admission. 

Hypothermia was induced by sponging the 
body with cold water and exposing to cold air 
after the administration of chlorpromazine and 
an analgesic. The body temperature was allowed 
to fall to around 34°C. (95°F.) and not below 
30°C. (90°F.). The hypothermia was maintained, 
where possible, until there was no clinical de- 
terioration, when the temperature was tenta- 
tively allowed to rise. 

The patients were divided into two groups: 

1. The first group contained patients, appar- 
ently moribund on admission, with signs of pri- 
mary brain stem damage. Of this group of ten 
patients, four died; of the six recoveries, four are 
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physically and mentally normal and two are at- 
tending a school for disabled children. 

2. The second group consisted of patients 
rapidly deteriorating despite surgical and con- 
servative surgery. It contained 20 patients and 
15 of these showed decerebrate posture during 
the first few days after injury. There were nine 
deaths in the group. Of the 11 patients that sur- 
vived, eight show no mental or physical disabili- 
ties and have returned to work or school. One 
boy is in a special school; two adults are invalids, 
one mute and paralyzed. 

It is suggested that hypothermia, as part of the 
treatment, is of great value in cases of serious 
head injury with signs of primary or secondary 
midbrain involvement. (The Journal of Neuro- 
surgery, 16:4, 1959, pp. 407-14.) 


Chorda Tympani Syndrome 


THE CHORDA TYMPANI SYNDROME refers to the 
occurrence of unilateral sweating of the sub- 
mental region after eating. Young and Stein pro- 
vide a further report of their original case de- 
scribed in 1956 in which the chorda tympani 
nerve on the affected side was sectioned. This 
abolished the patient’s symptoms completely for 
one year and partially for still longer. This par- 
ticular case report would seem to show that the 
chorda tympani syndrome is a definite entity 
which can be relieved at least temporarily with- 
out any disfiguring scar by section of the chorda 
tympani nerve as it crosses the tympanic mem- 
brane. (British Medical Journal, 5173:620, Feb- 
ruary 27, 1960.) 
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Treatment of Experimental Hyperkalemia 


GREENSTEIN and his colleagues have noted the 
value of molar sodium lactate in the treatment 
of A-V heart block and cardiac arrest. The elec- 
trocardiographic changes in these conditions and 
those in advanced hyperkalemia are similar. 
Thus, there was an indication that molar sodium 
lactate might be useful in the treatment of hyper- 
kalemia. There was evidence that sodium lactate 
increases the intracellular movement of potas- 
sium and protects the heart from the full toxic 
effect of a given potassium concentration. The 
electrocardiographic manifestations of hyper- 
kalemia are influenced by the status of other ions, 
principally sodium, calcium and hydrogen. In- 
creases of extracellular sodium or calcium and 
decreases in hydrogen concentration have each 
been shown to be of benefit in hyperkalemia. 
Glucose-insulin solutions also have been found 
to be of definite but limited value in the treat- 
ment of hyperkalemia. These authors have per- 
formed a controlled study to determine the rela- 
tive efficacy and the mechanism of action of 
sodium lactate, sodium bicarbonate, sodium 
chloride, calcium gluconate and glucose-insulin 
solutions in the treatment of experimental hyper- 
kalemia. 

The studies were performed in nephrectomized 
dogs. Potassium chloride infusions were used to 
develop varying degrees of hyperkalemia. These 
infusions in nephrectomized dogs result in a 
progressive rise in extracellular potassium, de- 
crease in extracellular sodium, acidosis and pro- 
gressive electrocardiographic deterioration re- 
sulting in death. One therapeutic agent was used 
in each animal. 

All the tested agents possessed some beneficial 
effect in the management of this experimental 
hyperkalemic state. However, in the absence of 
hypocalcemia, calcium was not a very effective 
agent. Its use clinically would require unphysio- 
logic levels of calcium. Sodium bicarbonate 
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produced the greatest rise in pH and the greatest 
fall in extracellular potassium, but showed less 
electrocardiographic improvement than molar 
sodium lactate. The glucose-insulin infusions 
produced an undesirably excessive fall in pH. 
Sodium salts, in general, in these animals with 
renal failure, produced excessive increases in 
extracellular sodium. The nephrectomized dogs 
tolerated molar sodium lactate better than they 
did equal doses of sodium chloride and bicar- 
bonate. It appears that lactate facilitates intra- 
cellular sodium movement to a greater extent 
than the chloride or bicarbonate ions. Molar 
sodium lactate appeared to be a superior agent 
in the treatment of acute potassium cardio- 
toxicity. Theoretically, the combination of molar 
sodium lactate and hypertonic glucose with in- 
sulin might be superior to either agent given 
alone. (Circulation Research, 8:223, 1960.) 


The Treatment of Gout 


KOLODNY has studied the uricosuric effects of 
zoxazolamine in gouty patients. This drug was 
originally introduced for the relief of pain due to 
skeletal muscle spasm and was observed inci- 
dentally to have a marked uricosuric action. The 
subjects were 11 ambulatory patients with gout 
in various stages. The drug was administered for 
periods of three to 16 weeks in doses that varied 
from 250 mg. once a day to 250 mg. four times a 
day. Comparisons were made with probenecid, 
salicylates and phenylbutazone. 

Zoxazolamine produced marked uricosuria in 
dosages of 250 mg., two to four times a day. 
Clinically, 10 of the 11 patients were either con- 
trolled or improved on these dosages. The eleventh 
patient, who had advanced azotemia, responded 
variably to the medication. Tophi definitely de- 
creased on maintenance dosage of zoxazolamine. 
Acute attacks of gout were far less frequent with 
this regimen than with prior therapy. Side effects 
were minimal and consisted largely of occasional 
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dizziness and nausea. The author thinks that 
urinary alkalinization is not necessary during this 
therapy, if adequate fluids are taken daily. An 
interesting observation was an acute flare-up of 
gout at the beginning of zoxazolamine therapy, 
as occurred in three patients with renal damage. 
These exacerbations responded rapidly to col- 
chicine. As for combination with other urico- 
suric agents, zoxazolamine was found to be in- 
hibited when salicylates were present and to be 
markedly potentiated with phenylbutazone. Pro- 
benecid also potentiated the uricosuric action 
although to a lesser extent. The author concludes 
by characterizing zoxazolamine as an effective 
nontoxic uricosuric agent for the treatment of 
gout. (Journal of Chronic Diseases, 11:64, 1960.) 


Kanamycin-Tetracycline 
in Chronic Tuberculosis 
THERE is a need to find a combination of anti- 
tuberculous agents which does not include strep- 
tomycin, isoniazid or PAS. Kanamycin and tet- 
racycline represent one such possible combina- 
tion. Organick treated 12 patients with chronic 
tuberculosis using kanamycin, 1.0 Gm. per day 
intramuscularly, and tetracycline, 2.0 Gm. per 
day by mouth. The original plan of investigation 
called for continuing all patients on the regimen 
for a period of six months. In none of the patients 
was it possible to continue kanamycin for the 
proposed period, primarily because of the devel- 
opment of auditory toxicity. Abrupt appearance 
of auditory toxicity was the cause of the discon- 
tinuation of kanamycin in 11 patients. 
Subjective complaints were the rather sudden 
onset of tinnitus followed by complaints of hear- 
ing loss after receiving from 49 to 144 Gm. of 
kanamycin. Audiograms demonstrated percep- 
tive loss in the high frequency range. Vestibular 
toxicity was less common than hearing loss and 
developed in only two patients. Renal toxicity in 
the form of a rising blood urea nitrogen was the 
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cause of discontinuing kanamycin in only one 
patient. Tetracycline was poorly tolerated in half 
of the patients who were unable to continue tak- 
ing the drug more than six weeks. 

Seven patients had follow-up audiometric 
studies. High-tone perception did not improve 
three months after cessation of kanamycin. In 
four patients, slight further loss occurred. (Amer- 
ican Review of Respiratory Diseases, 81:256, 1960.) 


Racial Leukemia Incidence 

CHRONIC lymphocytic leukemia is particularly 
uncommon in the Tropics and more specifically 
the Far East. The predominantly Chinese popu- 
lation of Singapore has had comprehensive effec- 
tive medical care since the Japanese occupation 
and the leukemia records from 1949 to 1958 were 
considered suitable for analysis. Wells and Lau 
found that only three out of 253 confirmed cases 
of leukemia could be classified as chronic lym- 
phocytic. This contrasts with significantly higher 
proportions of chronic lymphocytic leukemia re- 
ported from Scandinavia and the U.S. (see the 
graph below). (British Medical Journal, 1:759, 
1960.) 
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Parkinsonism 


COOPER REPORTS on the results of 1,000 basal 
ganglia operations for relief of the tremor and 
rigidity of parkinsonism. Eighty per cent of the 
cases obtained relief of tremor, rigidity and de- 
formity, and attendant symptoms such as brady- 
kinesia, gait and postural abnormalities. The 
mortality rate for the first 1,000 consecutive op- 
erations was 25 per cent and the evidence of 
hemiparesis or hemiplegia, less than 3 per cent. 

Age is not a contraindication to surgery but 
advanced disease in the elderly patient is more 
difficult to relieve surgically than a comparable 
amount of rigidity and tremor in a younger pa- 
tient. The patient should understand that the 
surgery is for relief of the symptoms of tremor, 
rigidity and attendant disabilities and not for 
“cure”’ of the disease. The author advises sur- 
gical evaluation of any parkinsonian patient who 
has been limited in ability to earn a livelihood or 
capacity to attend to household duties. (Annals 
of Internal Medicine, 52:483, 1960.) 


Intermediate Strength PPD 


IN AN effort to bring into clearer focus the true 
significance of the intermediate strength purified 
protein derivative tuberculin test, Katz and his 
associates undertook a critical reappraisal of its 
specificity in active tuberculosis. They studied 
416 patients with proved tuberculosis. The skin 
reaction to commercially available purified pro- 
tein derivative intermediate (0.0001 mg.) antigen 
was determined. The study was designed so that 
the skin test with intermediate strength PPD 
was routinely repeated whenever the reaction 
was initially negative or read as doubtful. 

The first time they were studied, 386 patients 
(92.8 per cent of the total) gave positive re- 
actions. Thirty patients (7.2 per cent) had neg- 
ative tests to the initial intradermal injection; 
but when the same intermediate dose of PPD 
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was reapplied, all but seven patients (1.7 per cent 
of the total) had positive reactions. This group 
of seven patients with proven tuberculosis had 
negative reactions to two successive PPD inter- 
mediate skin tests. The group was analyzed and 
it was found that all but one patient had very 
obvious cause for anergy. Three patients with far- 
advanced tuberculous disease were moribund and 
eventually died. One patient with moderately 
advanced tuberculosis was extremely toxic at the 
time of his skin test from a gangrenous extremity. 
Another patient had miliary tuberculosis and 
was receiving steroid therapy from the onset 
which explained his anergy. Still another pa- 
tient, the only female, had proven sarcoidosis 
and then developed tuberculosis. Her skin re- 
actions had been negative while she had been re- 
ceiving intermittent steroid therapy. Only one 
patient had no obvious and striking cause for 
anergy. 

The true significance then of the intermediate 
dose of PPD lies in the fact that it is 99.76 per 
cent accurate with a false-negative incidence of 
only 0.24 per cent when the skin reaction is re- 
studied in all of the patients with initially neg- 
ative or doubtful reactions, and when patients 
with obvious cause for anergy are excluded. It 
is a repetition of the skin test in those patients 
with initially negative or doubtful reactions that 
is of prime importance. The authors believe that 
most of the reports in the literature that claim 
that the intermediate PPD skin test is positive in 
90 to 98 per cent of patients with active tubercu- 
losis have been based on retrospective analyses of 
hospital charts. In such analyses, no allowance is 
made for the errors in technique and administra- 
tion of an intradermal test, errors that can con- 
ceivably affect the false-negative percentage by 
as much as 6 per cent. 

Transient tissue anergy is another factor which 
is well covered by repeating the initially negative 
skin test. The vast majority of the 23 patients 
of this study who had initially negative reactions 
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and then had positive ones when retested were 
not elderly and extremely dehydrated as is true 
in the classic description of the anergic patient. 
A surprising number were febrile but in no sense 
of the term could they be considered critically ill. 
Concerning the time interval between tests, an 
attempt was usually made to repeat them within 
a week in an effort to establish early diagnosis. If 
a patient was toxic, however, and was suspected 
of having a transient tissue anergy, retesting was 
frequently deferred until a change was noted in 
the clinical course. 

The authors believe that regardless of how 
suggestive a patient’s roentgenographic or clin- 
ical course may be for tuberculosis, if the inter- 
mediate strength PPD skin reaction is negative 
after two properly applied tests and no obvious 
cause for anergy exists, then it is extremely un- 
likely that the patient has tuberculosis. (Am. 
Rev. Resp. Dis., 81:196, 1960.) 


Iodide-Induced Myxedema 


MYXEDEMA as the result of iodide administration 
to a euthyroid individual is a relatively rare 
occurrence despite the widespread use of iodides 
and iodide-containing drugs according to Taguchi 
and Skillman. 

The authors reviewed the literature and found 
only 22 reported cases which represented such 
phenomenon. They report a case in which a 
myxedema resulted from prolonged iodide in- 
gestion for chronic lung disease. Prompt recovery 
followed discontinuance of iodides and this re- 
lationship was demonstrated clearly when the en- 
tire clinical and laboratory picture of myxedema 
was reproduced by readministration of iodides. 

The exact pathologic physiology of this type 
of myxedema remains obscure. However, it 
would appear most probably that high levels of 
lodide inhibit thyroid hormone synthesis by in- 
terfering with the organic binding. Rare occur- 
rence of this phenomenon would also suggest 
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Theoretical Mechanisms for Iodide-Induced Myxedema 


that this occurs in individuals whose thyroid 
glands are unusually susceptible to the inhibitory 
effects of iodide. The authors also discuss some 
theoretical mechanisms for iodide-induced myx- 
edema, by inhibition of the pituitary thyroid 
axis in one or more of several areas (see the 
diagram above). (American Journal of Medical 
Sciences, 239:417, April, 1960.) 


Fat Absorption 


INTESTINAL MALABSORPTION is most often in- 
vestigated by fat balance techniques. The 
standard chemical fat balance study requires 
hospitalization, is time-consuming and involves 
the unpopular and often inadequate collection, 
mixing and measurement of feces. Walker and his 
colleagues have utilized radioiodinated olive oil 
to study intestinal malabsorption. The labeled 
fat was given to 32 normal subjects and six pa- 
tients with steatorrhea. A low plasma concentra- 
tion of labeled fat at six hours and the diminished 
urinary excretion of radioiodine were evidences 
of steatorrhea. The labeled fat test was con- 
sidered a simple, safe and reliable method of 
diagnosing malabsorption steatorrhea. (British 
Medical Journal, 1:1403-1406, May 14, 1960.) 
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Treatment of Tinea Capitis 


DOsTROVSKY and his coworkers have studied 77 
patients with tinea capitis, ranging in age from 1 
to 14 years. The group also included five adults. 
The drug used was 10 per cent potassium iodide 
in 30 per cent strawberry syrup. The dose pre- 
scribed was 1 Gm. per day for children up to 3 
years of age; 2 Gm. for children from 3 to 7 years; 
2.5 Gm. for those between 7 and 12 years, and 3 
Gm. a day for older children and adults. These 
doses were well tolerated except for occasional 
vomiting. A total of 42 patients of the 77 were 
cured of their fungus in periods ranging from 50 
to over 130 days. The most favorable results were 
obtained in black-dot ringworm due to tinea vio- 
laceum. (Journal of Investigative Dermatology, 34: 
347, May, 1960.) 


Racial Factors 
in Development of Tuberculosis 


ALTHOUGH tuberculosis morbidity and mortality 
are higher among Negroes than among whites, 
there is no unanimity of opinion as to whether 
this is due to environmental factors or to a con- 
stitutionally lower resistance of the Negro to this 
disease. Katz and Kunofsky studied groups of 
white and Negro patients living in identical en- 
vironments (mental hospitals) to determine the 
effect of environment upon the morbidity and 
mortality from tuberculosis. In New York City, 
from 1943 through 1955, the time period was simi- 
lar to that used in the authors’ study of mental 
hospital patients and the tuberculosis case rates 
were about four times as high for Negroes as for 
whites. In contrast to this marked difference in 
incidence between the races in New York City, 
there was a relatively small difference among the 
hospitalized mental patients. 

If the Negro is constitutionally less resistant to 
tuberculosis, this should become apparent from 
the study of patients whose disease was detected 
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soon after development and who were kept under 
long periods of observation so that survival rates 
might be measured. This was done for a group of 
1,606 white and 245 Negro patients who de- 
veloped tuberculosis between 1941 and i949 
while they were residents in state mental hos- 
pitals. During most of this period, antimicrobial 
therapy was not available and during the last 
two years it was used to a very slight extent. The 
survival of nonwhite patients was somewhat 
lower than that of whites; however, the differ- 
ences in survival of the two races were relatively 
small, so that racial differences probably play a 
minor part in the survival of tuberculous patients. 

Although the evidence presented suggests that 
racial factors do not play a major part in tuber- 
culosis morbidity and mortality of the Negro, it 
does not explain the differences in the anatomic 
reaction to the disease in these two racial groups. 
(Am. Rev. Resp. Dis., 81:17, 1960.) 


Activity and Obesity 


THE PATHOGENESIS of obesity may be dependent 
in part on relative physical inactivity. Chirico 
and Stunkard compared physical activity and 
attitudes toward activity in 25 obese and 25 
matched nonobese men. They compared their 
results with a similar study completed in 14 
matched pairs of obese and nonobese women. 
Activity was measured with pedometers, and 
attitudes toward activity were estimated by 
questionnaires and sentence-completion tests. 

Physical inactivity was statistically correlated 
with the presence of obesity in women who 
walked less than half as far as nonobese controls. 
The trend was similar but less significant statis- 
tically in men. Obese women responded passively 
to boredom and despondency and they were s0- 
cially inhibited. These reactions were less clear- 
cut in the obese male whose attitudes were simI- 
lar to those of the nonobese group. (Federation 
Proceedings, 19:327, 1960.) 
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Preoperative Blood Transfusions 


Q. Should an anemic patient undergoing elective 
surgery be given transfusions preoperatively? 
In a staff discussion recently, the opinion was 
expressed that it is better to transfuse the patient 
postoperatively. I would appreciate your com- 
ments. 


A. Except in unusual circumstances, a patient 
should not be operated on when the hemoglobin 
is less than 12 Gm. For this reason transfusions 
are routinely given before operation to patients 
whose hemoglobin is lower than this. If much 
blood is lost, transfusions are also given at the 
time of the operation. It is correct to insist that a 
patient have an adequate hemoglobin (12 Gm. 
or more) before operation. 


Tuberculin Tests for Children 


Q. What is the present opinion on the value of rou- 
tine periodic tuberculin testing of infants and 
children? If sensitivity is discovered for the first 
time in a small child, are testing and x-ray 
examinations desirable for family members and 
all contacts? The resultant expense and anxiety 
make me question the wisdom of the procedure. 


A. Routine periodic tuberculin testing of infants 
and children is highly desirable for the early de- 
tection of tuberculosis and, at the same time, 
aids in the search for the possible source of con- 
tact. The first tuberculin test should be given 
when the infant is about 1 year’old, unless there 
is suspicion that exposure may have occurred 
earlier. The test should be repeated at intervals 
thereafter throughout childhood—some say an- 
hually, others say every two to three years. If 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


sensitivity is discovered for the first time in a 
small child, chest roentgenograms of family 
members and contacts are definitely indicated. If 
lesions suggestive of tuberculosis are detected, 
tuberculin testing of these persons should be 
done. In addition, efforts should be made to cul- 
ture tubercle bacilli from their sputum. One of 
the most dangerous things for a child with tuber- 
culosis is to remain in close contact with an un- 
suspected “‘open”’ case of tuberculosis. Further- 
more, the person who gave the child tuberculosis 
may not know he has it. He deserves an adequate 
investigation so that he, too, may be given proper 
treatment. 


Test for Ovulation Time 
Q. Please explain the recently developed test of 
vaginal secretion to determine ovulation time. 
How accurate is it? 


A. If the question refers to vaginal cytology, the 
test is based on a count of the rising incidence of 
cornified cells in a daily sequence of spreads. The 
peak incidence of such cells is considered to in- 
dicate the peak of estrogen levels. (There is no 
agreement that either a peculiar cell or a peculiar 
pattern is diagnostic of progesterone.) If the 
question refers to the test of the ferning reaction 
of cervical mucus, this, too, is indicative of 
steroid levels and increases to a maximum at 
ovulation time. 

The most recently developed procedure, how- 
ever, is also a test of cervical mucus and is based 
on the appearance of a reducing substance in the 
cervical plug during the midinterval. The easiest 
way to test for such reducing substance is the 
usual paper strip test for urinary sugar (Clinistix® 
or Tes-Tape®). Such a testing strip placed against 
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cervical mucus for one to two minutes and then 
read in the usual manner will give a negative 
reading most of the time but a “‘one plus” read- 
ing for one or two days at the midinterval. 

Applied to any large group of normal women, 
such a test should be reasonably accurate. The 
appearance of the reducing substance certainly 
occurs during the midmenstrual interval and, in 
the overwhelming majority of women, ovulation 
also takes place at this time. Therefore, the “‘bat- 
ting average” of this procedure, if correctly car- 
ried out, should be satisfactory although it will 
not pinpoint the exact day of ovulation. 

From the point of view of office practice, it 
should be noted that if a woman does not want to 
put a thermometer in her mouth for three 
minutes every day, she is unlikely to cooperate in 
holding a special applicator against her cervix 
three minutes every day. Furthermore, the re- 
sultant information is no more reliable than a 
properly executed basal body temperature graph. 


(NoTE: A Food and Drug Administration announcement of 
October 29, 1959, cautioned women not to use internally certain 
diabetes test papers as a means of determining the fertility cycle. 
Papers containing tolidine had not been adequately tested for 
effects on female reproductive system tissues. Manufacturers of 
plastic devices for applying the papers to the cervix then discon- 
tinued such recommendations for fertility testing. See ““Medi- 
grams,’ December GP, 1959.— MEDICAL EDITOR) 


Heparin After Myocardial Infarction 


Q. During the first three to six weeks after acute 
myocardial infarction, does heparin therapy 
have any advantage over the use of orally ad- 
ministered anticoagulants? 


A. Most authorities do not believe that heparin 
is of greater value than the oral anticoagulants in 
the first three to six weeks of treatment of acute 
coronary occlusion. However, heparin therapy is 
indicated for the first 24 to 26 hours (and possibly 
the first 48 hours) following an acute coronary 
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episode. The effect of heparin used parenterally 
is almost immediate. Therefore, the common 
procedure is to give heparin in depository, intra- 
muscular or intravenous form for this length 
of time. The oral anticoagulants are also admin- 
istered immediately since from 24 to 48 hours 
are required before a sufficiently prolonged pro- 
thrombin time is attained. Then heparin therapy 
is discontinued. 

Some recent reports have advocated heparin 
for continuous use in place of oral coagulants. 
Heparin is much more costly. Although the 
theme of a few reports has been that the use of 
heparin throughout the entire three to six weeks 
is more efficacious than oral anticoagulant ther- 
apy, thus far this idea has not been accepted. 


Spinal Cord Damage After Aortography 


Q. Please discuss incidence and cause of spinal 
cord damage following contrast media studies of 
the aorta. Is incidence related to the type of 
contrast medium used or to the level of injection? 


A. The incidence of spinal cord damage after 
aortography is given as 0.2 per cent. Any con- 
trast material may be responsible, depending on 
its concentration and the amount used. Diatrizo- 
ate sodium (Hypaque Sodium®) appears to be 
somewhat less toxic than others. Killen and his 
associates emphasize that a large volume of solu- 
tion given in one or several injections is danger- 
ous. (See Killen, D.A. and Lance, E.M., Ann. 
Surg., 152: 281, 1960; and Killen, D.A. and 
Foster, J.H., Ann. Surg., 152: 211, 1960.) 

Injection below the renal arteries, when pos- 
sible, is safest because there is very little blood 
supply to the cord at this level. The danger is 
particularly increased when the aorta is com- 
pletely or almost completely obstructed since an 
injection above the obstruction may force a large 
and concentrated dose into vessels which supply 
the cord. 
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Physiologic Birthmark 


(American Academy of Dermatology and Syphi- 
lology, Chicago, Dec. 7) PSORIASIS APPEARS to be a 
delayed physiologic birthmark, determined by 
genetic predisposition. “In effect, the outer layers 
of the skin race out of control of their reproduc- 
tive rate.” Aminopteroylglutamate (Aminopte- 
rin®) and amethopterin (Methotrexate®) retard 
the cell reproduction, and can be administered 
safely to ambulatory patients for at least partial 
control in cases of psoriasis so severe that the 
unsightly lesions may be drastically affecting 
personality and career.—Dr. REES B. REEs, 
University of California School of Medicine. 


Cat Scratch Fever 


(Ibid., Dec. 5) CATS CARRYING a presumed virus 
can transmit cat scratch disease without actually 
scratching—merely through contact. The dis- 
ease appears to be becoming more widespread.— 
Dr. Ray O. Noogsin, University of Alabama 
Medical Center. 


Suntan and Sunburn 


(Ibid., Dec. 8) PATIENTS MAY NOT be aware that 
synthetic suntan acquired from a bottle without 
exposure to the sun will not protect them from 
actual sunburn. The synthetic suntan is really a 
chemical stain on the outer layer of the skin.— 
Dr. HowarpD I. MAIBACH, University of Pennsyl- 
vania. 


Virus Inhibitors 


(Medical Science Lecture Series, University of 
North Carolina, Chapel Hill, Dec. 10) THREE 
AGENTS have shown ability in the test tube to 
inhibit viral multiplication without damaging 
host cells, and also possess some protective activ- 
ity in experimental virus infections in animals. 


Whether they will prove useful in treating or pre- 
venting human diseases is not yet known. The 
agents are a synthetic compound, the hydroxy- 
benzyl derivative of benzimidazole—HBB—; 
helenine, a mold product, and substances in- 
duced in cells by virus action and known as 
“interferons.” —Dr. TAMM, The Rockefeller 
Institute, New York. 


City Mental Health 


(American Association for the Advancement of 
Science, New York, Dec. 31) PSYCHIATRISTS 
CLASSIFYING mental health status of 1,660 New 
Yorkers, using interviews and other data, found 
18.4 per cent of them well; 36.3 per cent as hav- 
ing mild symptoms; 21.8 per cent moderate 
symptoms, and 23.4 per cent impaired. The risk 
of poor mental health appears influenced by the 
number of stresses encountered through life, 
with no evidence that one single event is determi- 
nant or the “straw that broke the camel’s back.” 
Events do not pile up to a certain point beyond 
which all persons are bound to collapse.—Dr. 
THOMAS S. LANGNER, sociologist, reporting one 
aspect of a community health study by researchers 
of New York Hospital and Cornell University 
Medical College. 


Hearts and Radiation 


(Radiological Society of North America, Cincin- 
nati, Dec. 8) RADIATION THERAPY of chest and 
breast neoplasms, particularly with supervolt- 
ages, exposes the heart to x-rays, and some au- 
thorities fear that the heart may be damaged. 
Twenty patients, most of whom received doses in 
the cardiac area of more than 3,500 roentgens, 
were studied. “Although cardiac damage may be 
induced by radiation therapy, it appears of such 
insignificance that modification of adequate pres- 
ent-day radiotherapeutic techniques is not justi- 
fied.””—Dr. JEROME M. VAETH, San Francisco. 
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Hernia Incidence 


(U.S. National Health Survey announcement, 
Washington, Jan. 3) A SURVEY among 73,000 
households indicates at least 2,539,000 Americans 
—15 out of every 1,000—have hernias, and more 
may have the condition without being aware of 
it. Ninety per cent have been attended by a 
physician at some time. About three-quarters are 
males, and hernia surgery accounts for 12 per 
cent of all surgery among males. 


Polluted Waters 


(National Conference on Water Pollution, Wash- 
ington, Dec. 12) POLLUTION by municipal and in- 
dustrial wastes has turned the nation’s waters 
into “a national disgrace.” Pollution limits the 
nation’s growth and threatens the health of peo- 
ple. While much is already being done in correc- 
tion, “the problem demands a still stronger effort 
on the part of federal, state and local authorities, 
and all others concerned.”—Dr. LeRoy H. 
BURNEY, surgeon general, U.S. Public Health 
Service. 


Safety of Additives 


(Science and Food symposium, Washington, 
Dec. 8) UNDER PRESENT LEGISLATION concerning 
food additives, “‘the cost of establishing safety is 
in the order of half a million dollars for a single 
product, and involves testing over a period of 
several years,”’ with costs reflected in the price of 
the ultimate product. Consumers must be pro- 


tected, but “every advance into the unknown 
has and will involve risk.”” Government controls 
should not be “concerned solely with the elimina- 
tion of risk, but rather with a judgment of risk 
versus gain.”—Dr. Davin H. DAWSON, research 
chemist and vice president, DuPont Company. 


Birth Defects 


(Announcement by The National Foundation, New 
York, Jan. 2) THE UNIVERSITY of Oklahoma 
Medical Center is setting up a special birth de- 
fects center, with aid of a National Foundation 
grant, where medical research and teaching will 
be combined with treatment for children born 
with malformations. It is the third in a projected 
network of birth defects centers. 


Fats and Atherosclerosis 


(American Heart Association announcement, New 
York, Dec. 10) REDUCED FAT CONSUMPTION, with 
“reasonable substitution” of vegetable oils and 
other unsaturated fats for animal fats in the diet, 
is recommended as a possible means of prevent- 
ing atherosclerosis and reducing the risk of 
coronary attacks and strokes, by the Central 
Committee for Medical and Community Plan- 
ning of the American Heart Association. It urges 
individuals to seek medical advice before making 
specific changes in the fat content of their diet. 
Reducing fat intake is probably of greatest po- 
tential benefit to persons who are overweight; 
who have already suffered a heart attack or 
stroke, or who have a suspicious family history. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 


verification by the editorial staff. 
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Special Features 


What To Do About Adverse Publicity 


JAMES E. BRYAN 


The following article is based on a talk 
which Mr. Bryan made at the State Officers’ 
Conference in Kansas City, September 25. 


On SEPTEMBER 1, 1944, I became the first lay 
executive secretary of the New York County 
Medical Society, the largest county unit of or- 
ganized medicine in the United States, and (until 
then at least) one of the nation’s juiciest targets 
for a not always friendly press. 

About three weeks later, the late Fiorello 
LaGuardia, New York’s mayor, devoted his reg- 
ular radio report to an announcement of the 
incorporation of HIP, the Health Insurance 
Plan of Greater New York. 

This event presented the medical society with 
a choice opportunity to create unfavorable pub- 
licity, a truly tantalizing temptation to cut off 
its own legs in public. For it was known in ad- 
vance that every newspaper and most of the 
leaders of popular opinion in town thought 
LaGuardia’s plan was absolutely great, and the 
only factor needed to confirm their prejudgment 
was the anticipated condemnation of organized 
medicine. 

The society’s fledgling executive officer (who 
also bore the title of Public Relations Director) 
seriously questioned the wisdom of fighting both 
city hall and most of the electorate over an issue 
in which our side had no firm friends but our- 
selves. But the factor that made discretion seem 
so much less attractive than valor to some of my 
Principles at that time, the thing that had them 
straining at my leash, was the sneaky way that 
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the “Little Flower’ had sprung his earlier an- 
nouncement of his plan to create HIP. 

He had sprung it off the top of his head at the 
very time that he was ostensibly and ostenta- 
tiously negotiating with the representatives of 
the city’s five county medical societies on some 
more moderate and conventional approaches to 
the medical care prepayment problem. And just 
to make doubly sure that we’d scream, the mayor 
had characterized his HIP scheme as a stop-gap 
program for socialized medicine, the next best 
thing to national compulsory health insurance. 

By an almost incredible feat of self-restraint, 
the New York County society refrained from 
attacking HIP, and instead, offered its advice 
and counsel in formulating the medical policies 
of the new program. It took heroic leadership to 
consummate this cowardly act, but the happy 
fruits of it, in terms of the society’s popular influ- 
ence and its public image, have been incalculable. 

This is one way of handling adverse publicity: 
Avoid it; keep your head out of bear traps. 


Treating Adverse Publicity 


Adverse publicity—unfavorable, damaging or 
even hostile—may come 
upon us in one or the 
other of two ways, and 
there are, so far as I 
know, three possible 
ways in which we can 
treat its effects. 

First, as to the two 
general situations which 
can give rise to adverse 
publicity: One is when 
we bring it upon our- 
selves; the second is 
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What to Do 
About Adverse Publicity 


when events or circumstances beyond our control 
conspire to put us in an unfavorable light. That 
is to say, some achieve adverse publicity, and 
some have it thrust upon them. 

I’ve illustrated how a hasty declaration or an 
emotional reaction can boomerang. Another de- 
vice frequently used by medical societies to 
create unfavorable publicity for themselves is by 
hastily and gratuitously condemning a legislative 
proposal whose end purpose or objective is un- 
assailable. Our real target in such cases is the 
method that has been proposed, not the end to 
be achieved. But, by inept tactics and poor tim- 
ing, we often manage to be portrayed as heartless 
opponents of social progress or as economic bour- 
bons grinding the faces of the poor. 

Ever since the first Murray-Wagner-Dingell 
bill for compulsory health insurance was intro- 
duced in 1939, we have managed to build up the 
national impression that the medical profession 
is opposed to health insurance per se. So strong 
is this impression that even today, I believe 
the average man in the street is inclined to credit 
his labor union or the government or even his 
employer for his voluntary health insurance pro- 
gram, rather than the medical profession. The 
pity of it is that although the medical profession 
itself has created, sponsored and supported the 
Blue Shield Plans which underwrite nearly half 
the medical care insurance in this country, the 
profession has not really succeeded in identifying 
itself in the public consciousness as the creator 
and sponsor of this vast enterprise. 

Medicine isn’t opposed to health insurance 
itself, but it is firmly and rightly opposed to a 
compulsory political approach to a problem 
which I think we have proved we can solve by 
voluntary community-wide efforts. 

Medicine’s approach to the job of creating a 
favorable public image for itself has been con- 
sistently inept and unimaginative. We have failed 
again and again to demonstrate the fact that 
doctors understand human problems and that 
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doctors care about whether people have a reason- 
able chance to maintain life and liberty and to 
pursue happiness. 

Somehow (if we really want a good press), 
we’ve got to get medicine back on the side of 
ordinary people. But under the tactics we have 
followed during most of the past two decades, I 
think it’s likely that if the issue were to arise 
as to whether Santa Claus could serve more 
people more adequately by using a helicopter 
than by sticking with his reindeer, organized 
medicine would probably manage to convince 
most people that it is opposed to Santa Claus 
himself. 


Avoiding Bad Publicity 


There are two principal ways in which we can 
avoid adverse publicity: 

1. By avoiding taking unpopular positions on 
public questions, or at least by taking pains to 
pinpoint our objections to the means or methods 
proposed, rather than the worthy purposes we 
so often share with our opponents; 

2. By seeking out and exploiting every oppor- 
tunity to align ourselves with every good cause, 
every progressive movement in our respective 
communities. 

I’ve discussed the first of these. Let me elab- 
orate briefly on the second. I had the experience, 
in 12-years’ service with one large county society, 
of seeing that society build up such a record and 
reputation for good works, for honest concern 
with the public welfare in almost every con- 
ceivable aspect, that that society became almost 
immune to telling criticism, almost impregnable 
to any damaging attack. Some of the things we 
did were new then, perhaps, but most of them are 
pretty old-hat today. Thus, we took strong, con- 
structive, well-publicized positions on such mat- 
ters as better school health services, better hous- 
ing for the poor, better health standards for motor 
vehicle operators, better inspections for food 
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Every medical society should have a well-planned mechanism 
for formulating and authorizing emergency public statements, 


handlers, better diagnostic services for cancer 
patients, better medical services in small indus- 
trial plants, better public health services in the 
rural areas of our county and better breakfasts 
for everybody. 

We studiously and persistently aligned our- 
selves with all the good things going on and with 
all the bright opportunities for making life hap- 
pier, safer, healthier and richer. And as a result, 
when we pointed a critical finger at certain prac- 
tices in certain hospitals or in the medical welfare 
program that we considered inequitable to the 
physicians and ultimately harmful to their pa- 
tients, the people of our county listened to us, 
and they appraised our case on its face value. 

We also took pains to ally ourselves with all the 
voluntary health and welfare organizations by 
designating liaison representatives who would 
take an active, interested part in their policies 
and activities. 

In a word, we identified organized medicine 
with the public welfare—not with pious words, 
but with practical deeds and a friendly, sincere 
spirit of concern. 

Of course, one can never prevent or avoid the 
accidents or incidents that evoke adverse pub- 
licity. For example, despite the best emergency 
service programs, some child is going to die for 
lack of a physician to perform an emergency 
tracheotomy ; some fine old gentleman is going to 
pass away, unattended, in the course of a cardiac 
failure ; some frantic parent is going to find it 
Impossible to locate a doctor on a Thursday after- 
toon, and some physician is going to charge a 
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recognizing that when you are dealing with newspapers, radio 
and TV, today’s statement must be answered tonight. 


blooper of a fee for delivering the widow of a 
policeman recently slain in the crossfire of a bar- 
room brawl. 

Tempers will rise and people will say unkind 
things about the medical merchants. But all these 
little imbroglios will be as mosquito bites to an 
elephant wherever the profession has built a 
strong image of public service and concern. 

Hence, the best way to avoid the ill effects of 
adverse publicity is to neutralize those effects by 
a reputation for good works. 


The Silver Lining of Disaster 


When we are confronted with a serious case of 
adverse publicity, there are three possible re- 
sponses: (1) To react by a direct explanatory 
response; and/or (2) to respond by publicizing 
countervailing facts, or (3) to let the whole 
thing pass. Which reaction to apply in a given 
case depends, of course, on the specific cireum- 
stances of the particular case. 

In general, however, when these inevitable 
occasions occur in which we feel as though we’d 
wandered into the wrong rest room, we should 
remember not to panic. Secondly—and equally 
important—I think we should look upon every 
such unhappy event as an opportunity—an 
opportunity to follow up our left foot with our 
right foot, an opportunity to answer a serious 
question with a clear, constructive response. 

For obviously, when the questioning finger or 
the probing spotlight is pointed at us, there’s an 
audience eagerly interested in our reply. 
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What to Do 
About Adverse Publicity 


To be specific, when a patient has tried in vain 
to get a doctor for a weekend emergency, a 
splendid opportunity is presented to publicize 
the steps we’ve taken to guard against just such 
eventualities (always assuming we’ve really done 
our local homework on this universal problem). 
And when some rapacious doctor’s overcharge is 
exposed to popular comment, there’s an oppor- 
tunity to advertise the recourse offered through 
our grievance committees and the service pro- 
grams provided through Blue Shield. 

Adverse publicity sometimes takes the form 
of a gratuitous attack by some public figure on 
the profession or on private practitioners. A local 
lawyer may indict the profession for allegedly 
shielding its members against the consequences 
of malpractice, a labor leader may belabor doc- 
tors for abusing prepayment plans or a newspaper 
columnist may chide the profession for prescrib- 
ing drugs by trade rather than generic names. 

Scores of local doctors will immediately besiege 
their county society officers to something.” 
Sometimes such attacks can and should be an- 
swered. Sometimes they can’t and should; some- 
times they can and should not. And occasionally, 
it’s best to ignore them, especially when the 
public standing of one’s critic is such that most 
people consider his disfavor a mark of distinction. 

An attack appearing in direct quotes in a news- 
paper story can and should be answered, in a 
dignified, impersonal statement issued by an 
authorized spokesman. Every medical society 
should have a well-planned mechanism for formu- 
lating and authorizing emergency public state- 
ments, recognizing that when you are dealing 
with such ephemeral media as newspapers, radio 
and TV, today’s statement must be answered 
tomorrow or, better yet, tonight. 

Frequently, such attacks reflect questions that 
are in the minds of many people. Otherwise they 
wouldn’t command the space they receive in the 
news columns or radio-TV reports. Therefore, 
in such matters as malpractice, prepayment plans 
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or the uses and costs of drugs, a public attack 
sometimes gives the profession an exceptional 
opportunity to help the people gain a better 
understanding of the inwardness of some of these 
problems. 

Attacks appearing in newspaper editorials or 
magazine articles can be answered through letters 
to the editor, or by inviting the editor to make 
use of our professional sources of information as 
the basis for a feature article in which the facts 
can be set right. 

Some physicians assume that when an un- 
favorable magazine article appears, all we have 
to do is write another article revealing the falla- 
cies of the first and demand that the editor 
publish our piece in his next issue. But life just 
isn’t that simple. In the first place, no magazine 
editor wants to be exposed as an incompetent 
editor who passed a worthless piece of misin- 
formation on to his hapless readers. Secondly, 
not every medical society president and not even 
every executive secretary is so versed in modern 
techniques and styles of composition that his 
prose will be accepted by our popular magazines. 

We can avoid adverse publicity only to a de- 
gree, but we must recognize that the accidents 
of life will inevitably catch us, however unde- 
servedly, in some unhappy situations. These 
problems can be treated in a variety of ways, 
depending on the circumstances, but they should 
always be looked upon as opportunities—not as 
unmitigated disasters. 

It is possible for a society, by a consistent devo- 
tion to good causes, to immunize itself against the 
ill effects of adverse publicity. For we must re- 
member that the important thing is not what 
some ungracious critic says about us—but rather 
what the people of our community have been 
preconditioned to believe about us. And we can 
do something about that! 

And now, a brief sermon. I take as my theme 
that the besetting sin of our society is self- 
righteousness. And I suppose my text will have 
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k to be somewhat freely stated as: “How canst Of course, the problem is really very simple— 
i] thou pluck that little mote from thine neighbor’s to see ourselves as others see us, and to try to 
r eye when thou hast such a beam in thine own?” understand why they see us that way. 
e I’m not concerned at the moment with the I once heard a young professor of psychology 
moral aspects of this indictment, but rather with talk about the art of persuasion. He said: “‘Never 
r its practical effects. When we are immersed in the try to force your opinion on another—even when 
s oil of self-righteousness, we cannot accurately you feel you are right. Indeed, the fact that you 
e appraise our own problems. It’s as though we are right may be the very thing which will de- 
S were wearing the wrong glasses. Nothing is really velop resistance . . . It is psychologically impos- 
s quite as we think we see it. sible for a man to dismiss his own experience. 
Self-righteousness even leads us to misidentify “Tf you respect it, you may add to it. If you 
- our adversaries. For example, when we refer to reject it, he will defend it to the death. You can- 
e the critics of organized medicine or to the pro- not give ideas to others. You can only enlarge on 
- ponents of some scheme we don’t like as pinko’s, what they believe to be true... 
r socialists or worse, we are merely indulging in “Man has an insatiable appetite for approval 
t comforting generalizations which may have only and understanding. No matter how small his cup, 
e aslight resemblance to the facts. he desires that it be filled. Dignify him and you 
t Self-righteousness often only succeeds in neu- will win his cooperation and devotion . . . 
- tralizing our influence and effectiveness in the “‘Goethe said: ‘God Himself dare not appear to 
4 arena of social affairs. a hungry man except in the form of bread.’ ” 
n 
n 
WHAT OTHERS ARE SAYING... 
CoLM BroGAN, British journalist, says the British plan, medically speaking, is going 
“downhill and pretty fast.” Brogan asserts many patients have turned their backs on 
” ‘ Apigs the health service and are insuring themselves for private medical treatment. 
1 Public Opinion “‘When the service was first brought in,” Brogan reports, “its Socialist sponsors 
Ss A : were sure that private medicine would virtually disappear in a very few years. It ’ 
g ainst NHS was thought that a handful of the wealthy might cherish the snob value of expensive : 
- private medical care, but the great majority of those who disliked the scheme would a 
e soon get tired of paying twice and, as patients, would decide to become proletarians. 
. “At first it looked as if this forecast would prove correct. Some doctors found 
t themselves with such a tiny handful of private patients that they openly said they 
: would rather have none at all. Then the tide began to turn. The number of people 
1 medically insured for private treatment has risen by more than 1,000 per cent and 
: continues to rise so rapidly that the companies which do the business are nearly 
overwhelmed. 
“The reason is simple enough. Socialist medicine is just not good enough. People 
; have decided, literally by the millions, that though they can’t escape paying their 
j share of the huge cost of the service, they want no part of it. What they want is 
e personal care.””—JOHN T. ALEXANDER, The Kansas City Star. 
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PATIENTS EXPECT their doctors to have the an- 
swers when they want information about health 
insurance programs. Today, a growing propor- 
tion of a doctor’s income is derived from patients’ 
insurance benefits so that his medical practice 
and health insurance are increasingly interwoven. 
It is important for the doctor and his office staff 
to be well grounded in basic information about 
voluntary health insurance and to keep up with 
the developments in this ever-changing field. 

Many patients will ask for advice about pur- 
chasing health insurance policies. As about 200 to 
300 insurance companies compete for patients’ 
business, it is little wonder that they feel unin- 
formed or confused. As a start, they would do 
well to consider the Health Insurance Council’s 
four-step outline: 

1. The family should review the cost and losses 
with which it would be confronted in case of 
sickness or accident. 

2. It should then appraise the insurance and 
other similar benefits that would be available in 
case of sickness or accident. 

3. The family should next estimate the extent 
to which it is willing and able to budget for the 
remaining costs and losses. 

4. Finally, it should evaluate its unmet needs 
for health insurance, if any, in relation to other 
unmet needs and the family’s resources. 


Testing Adequacy of Program 


Many people think they are fully covered by 
health insurance, when actually their policies 
provide only partial protection. Many also have 
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more protection than they realize. Others have 
policies that are out-of-date in relation to today’s 
higher costs for health care. The Health Insur- 
ance Institute has provided a check list to enable 
families to determine the adequacy of their pro- 
grams (see Table 1 on page 128). The doctor may 
obtain a supply of check lists by writing the 
Health Insurance Institute, 488 Madison Ave- 
nue, New York 22, N.Y. Ask for copies of Your 
Family’s Health Insurance. 

The Health Insurance Council emphasizes the 
value of maintaining a special family reserve 
fund for health expenses. A fund of perhaps $250 
or more will enable a family to reduce its need 
for health insurance and save the relatively 
heavy expense element involved in insuring 
against minor ailments. 

Another point to remember is that expendi- 
tures for health insurance should be neither too 
large nor too small in relation to funds devoted to 
other insurance, to savings and to desirable cur- 
rent expenses. The insurer needs to realize that 
he cannot protect himself fully against every ill- 
ness that might befall him and that he should 
therefore seek relative rather than absolute pro- 
tection. 

As a further clue to budgeting for health care 
expenses, the average American family spent 
about 5 per cent of take-home pay last year, in- 
cluding health insurance premiums, for medical 
care costs. Part of this item should provide for a 
health insurance program, and a part of the 
budget should be set aside for paying the small 
medical bills. Insurance experts advise that it is 
poor economics to insure against $5 and $10 
medical bills, as the cost of processing claims 1s 
too large in proportion to the benefits paid. 

Once the purchaser has decided what types of 
health care expenses he wishes to cover, he should 
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consider the extent or proportion of these ex- 
penses he wants to have insured. 


Getting the Best Coverage 


How to get the most and the best health insur- 
ance coverage for your money was the subject of 
a helpful article in Changing Times, the Kip- 
linger magazine. This article stresses that there 
are many innovations in the health insurance 
field but that to take advantage of them, the 
individual needs a good understanding of the 
whole field, its strengths and its weaknesses. 

The article states that insurance men them- 
selves believe that major-medical is the most 
valuable policy and that hospital and surgical 
policies are the least valuable. “In hospital and 
surgical insurance,” this article explains, “the 
end result is that over a period of years the 
policyholder simply is trading dollars with the in- 
surance company. He pays a regular premium 
and gets back perhaps 80 per cent of it in claims. 
In effect, he is paying the insurance company to 
do his medical budgeting for him.” 

The high deductible in major-medical policies 
forces the policyholder to handle the smaller ex- 
penses himself and to save his resources for the 
time they are most needed. Hospital and surgical 
policies go into effect almost as soon as the policy- 
holder goes to the hospital, and claims are much 
more frequent. Also, the coinsurance principle in 
major-medical helps insure that the patient will 
help keep expenses down to a reasonable level. 

Patients should be reminded of the basic in- 
surance principle that insurance does not create 
hew wealth—that benefits come out of premium 
dollars they and thousands of others have paid 
into the company. For this reason, if the insured 
group includes a great many sick or elderly peo- 
ple, the premiums must be very high or the bene- 
fits very low. 

_ Changing Times urges its readers to buy “real” 
lsurance, which means guarding against the 
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Insurance company representatives are licensed by the states 
and should present their credentials to prospective subscribers. 


worst possibilities first with catastrophic or 
major-medical insurance. It gives loss of income 
insurance second priority and says, “third, get 
hospital and surgical insurance if you can still 
afford it.” 


Understanding Phraseology 


The purchaser then should make sure that the 
coverage he buys matches the benefits he expects 
to get. The value of the insurance contract is 
largely determined by the clauses and their 
interpretation; therefore, the purchaser should 
read the contract carefully and should under- 
stand the favorable and unfavorable phraseology 
with reference to its benefits, definition and re- 
strictions. In this connection, the Massachusetts 
Indemnity and Life Insurance Company, 654 
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Beacon St., Boston, Mass., has published a book- 
let called Facts which explains many of the tech- 
nical terms found in accident and health policies. 

The AMA Council on Medical Services recom- 
mends that health insurance purchasers should 
review the insurance company contract with 
regard to: (1) The insuring clause which stipulates 
the scope of coverage; (2) the exclusions or pro- 
visions not covered; (3) the waiting periods be- 
tween the time the contract is issued and the date 
certain benefits are payable; (4) the benefit re- 
ductions (the special conditions under which a 
benefit may be reduced below the amount other- 
wise payable); (5) who is covered, i.e., whether 
dependents are covered; (6) age limits; (7) can- 
cellation and renewal provisions, and (8) limita- 
tion on choice of physician and hospital. 


Careful Reading of Policy 


The purchaser should read his policy carefully. 
For example, in many major medical policies, 
there is some sort of ‘‘cut-off’”’ provision or point 
beyond which claims are no longer handled in the 
same way as previously. This may mean that the 
policyholder will have to satisfy a new deductible 
if his claims are extensive. 

The person buying insurance should under- 
stand not only the types of benefits that the 
policy provides but should understand what is 
not covered. Ordinarily, the more risks covered, 
the higher the premium will be, the fewer cov- 
ered, the lower the premium. The purchaser will 
have to determine how many risks he wants to 
cover with insurance. He needs to realize that 
benefit limitations are intended to protect him 
against unnecessarily high premiums. 

The subscriber to an individual policy should 
be cognizant that he faces a “‘waiting period” in 
which the benefits are restricted. The company 
includes those provisions because it usually 
agrees to cover only those conditions that com- 
mence after the insurance is written. This is a 
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TABLE 1. 


Check List for Family 
Health Insurance Programs 


Does your family’s 
health insurance plan .. . 


. .cover all members of your 
family? 5 


. .pay hospital room and board 
in line with local costs? See ae 5 


. .pay for operations in line with 
today’s cost? 5 


..pay for operating room, anes- 
thetics, medicines, laboratory 
and other services, without a 
fixed amount to be paid for any 
one item? 5 


..pay for your doctor’s calls at 
the hospital when no surgery is 
performed? 5 


..include major-medical which 
helps pay for long-term medi- 
cal care expenses in or out of 
hospital? 25 


. .pay income of up to 75 per cent 
of your salary when you are 
sick or injured? 50 


If the scores under the “‘yes” column at the right total 90 or 
over, the family health is well protected. Between 90 and 
70 is adequate but needs improvement in some areas, and 
below 70 is poor. 


fact to be considered in changing companies, as 
the subscriber may again face a waiting period. 
Illnesses which have begun prior to purchase of 
the new policy may not be payable under its 
terms but would have been allowable under the 
old. 

Almost all individual policies contain benefit 
limitations with respect to war or military service 
and pre-existing conditions. Some also contain 
limitations regarding self-inflicted injuries and 
usually hazardous or unhealthful activities. The 
Health Insurance Council points out that cover- 
ing pre-existing conditions under individual pol- 
icies would be like issuing fire insurance on houses 
already burning. Except where fraudulent in- 
formation is given, most policies of today do not 
exclude pre-existing conditions where the disa- 
bility and resultant hospitalization or medical 
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treatment commence after a certain period, say 
two years after the policy is issued. 

Persons who have impaired health often can 
obtain individual health insurance protection 
under special arrangements. Special policies for 
them carry above-normal premiums. But more 
often a company will issue the policy desired by 
the applicant, with an attached waiver which ex- 
cludes coverage for the particular health impair- 
ment involved. 

Doctors should inform their patients that to- 
day people over 65 have a growing choice of poli- 
cies available. There is considerable flexibility in 
what these policies cover, how much they cost 
and the extent of the benefits they provide. 
Group health insurance programs, in large meas- 
ure, now provide protection for older people. 
Several insurance companies now offer policies 
that allow a person to pay for lifetime protection 
during his peak earning years. These policies, 
however, cost more than other plans. 


Cancellation, Renewal Important 


The purchaser should investigate the cancella- 
tion and renewal provisions of the insurance he 
contemplates buying. Most health insurance pol- 
icies and subscriptions are cancellable, that is, 
the policy remains in effect from year to year only 
if both the insured and the insurer wish to con- 
tinue it. In plain language, many companies can 
cancel policies on the anniversary date, thereby 
eliminating poor risks. In noncancellable insur- 
ance, available only from insurance companies, 
the company guarantees to renew the contract, 
year after year, upon payment of the premium. 
Premium rates for noncancellable policies, of 
course, are more expensive than cancellable con- 
tracts. 

Some policies guarantee that the policyholder 
can continue his program by allowing the insur- 
ance company the right to raise its premiums if 
necessary. These premiums, however, can never 
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be raised for any one person, but for an entire 
class only, for example, by age range or profes- 
sion or type of insurance held. 

Another point to be checked is whether the 
choice of physician or hospital is limited. If the 
insurance plan imposes more than the usual 
limitations in these respects, this should be fully 
understood when the contract is purchased. 

Although most policies usually cover the sub- 
scriber’s dependents, some do not. Some group 
plans, for instance, protect only the person whose 
name is on the certificate. The subscriber should 
check to see that the policy actually specifies 
coverage of his dependents. Special attention 
should also be given to protecting the income of 
the family breadwinner with an entirely different 
type of policy—a “‘loss of income’”’ policy. 


Although state insurance departments screen insurance con- 
tract forms, it’s the consumer’s responsibility to understand 
the terms, conditions and provisions of a policy. 
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Other Limitations 

Still other limitations that the health insurance 
purchaser should consider were brought out in 
Changing Times: 

1. Until quite recently, people over 55 or 60 
had trouble buying major-medical and hospital 
and surgical insurance. 

2. The best individual policies are available 
only to persons in good health. 

3. Benefits in many hospitalization policies 
are so limited that in many cases the heavy ex- 
penses begin only after the limits have been 
reached. 

4. An employee who is insured in a group may 
lose his insurance when he retires and be unable 
to replace it on an individual basis. 

More and more employers, however, are adopt- 
ing programs that will enable their workers to 
continue their insurance coverage when they 
leave employment. Blue Cross and Blue Shield 
permit their “standard” plans to be converted to 
an individual basis when an employee leaves his 
job; however, neither of their major-medical 
plans are convertible. Similarly, most company 
policies have the same limitation. 


Miscellaneous Recommendations 


Changing Times: 

1. Recommends group insurance whenever 
possible, as the rates are much lower and the 
companies don’t ask individuals whether they 
are healthy or sick. (The HIC also stresses that 
any sum spent by the employer on group insur- 
ance premiums will purchase more benefits for 
the employees than will the same dollars paid to 
them in wages and then spent to purchase indi- 
vidual or family policies. ) 

2. Urges buyers to find out what will happen to 
their policies when they leave the group, resign or 
retire. 

3. Advises people to buy their policies when 


130 


Health insurance advertisements can be misleading. The 
prospective purchaser should do more than just rely on what 
he can learn from the ad. He should question the company 
representative until he fully understands what the policy offers. 


they are young and healthy and to make sure 
that they are renewable for life, rather than to 
age 65. 

4. Advises the consumer to be sure that the 
company offers the newest, most liberal provi- 
sions available in health insurance. Doctors and 
their aides will want to keep abreast of the inno- 
vations and better policies being provided by the 
health insurance industry. 

For detailed information about their policies, 
it is best to refer patients to their local insurance 
or Blue Cross or Blue Shield representatives. 
Local representatives can also furnish informa- 
tion about policies that will help doctors and 
nurses with their insurance work. In addition, 
the Health Insurance Council has placed a com- 
mittee of insurance personnel in each state to 
provide a focal point for hospitals and doctors to 
gather health insurance information. The Joca- 
tions of these committees will be furnished by the 
Health Insurance Council, 488 Madison Avenue, 
New York 22, N.Y. 
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A Company’s Reputation 


Sometimes physicians will be expected to 
answer questions about a specific company’s 
reputation. This can be learned by contacts with 
other policyholders in the community. 

Information about insurance companies and 
Blue Shield and Blue Cross plans can be obtained 
from state insurance commissioners (in most 
states) or in other states from the secretary of 
state, state board of health or corporation and 
securities commission. 

Patients should be advised that an insurance 
company representative must have a state 
license, and that in most states he must have 
passed a written examination to obtain it. The 
agent or salesman should present satisfactory 
credentials to the effect that he is an authorized 
representative of the company. 

State insurance departments frequently are 
required to review contract forms and determine 
their conformity with state laws before these 
contracts can be offered for sale to the public. 
The department may also require that the pre- 
mium rates charged are reasonable in relation to 
the risk assumed. Although the departments act 
ina screening capacity, it still is up to the indi- 
vidual consumer to understand the terms, condi- 
tions and provisions of the insurance contracts. 


Insurance Company Advertisements 


Hundreds of competing insurance companies 
rely heavily on advertisements. What a health 


insurance ad says and what it really means might 
be two entirely different things. Although the 
Federal Trade Commission has done a great deal, 
in cooperation with the industry and state regu- 
latory authorities, to clean up misleading ads, 
the purchaser’s best protection still is self-protec- 
tion. Actually, high-type companies do little if 
any advertising, relying on agency staffs to sell a 
quality product. 

The purchaser will have to do more than skim 
through an ad or clip a coupon to determine what 
health insurance he should buy. He should ques- 
tion the agent or the company until he is clear on 
everything. For example, some ads state, “We 
pay your hospital and surgical bills,” but in fact 
the policies pay only certain ones and within cer- 
tain limits. 

Often payment—as for accidents—will hinge 
on phraseology that is hard to understand. The 
purchaser should find out what it means; he 
should ask for examples of accidents that would 
not be covered. In the case of sicknesses, the per- 
son buying insurance should ask specifically what 
illnesses are and are not covered. He should find 
out where the company draws the line on paying 
for recurrences or continuations of previous ail- 
ments. For instance, it may not pay on anything 
“traceable to a condition existing’ when the 
policy took effect. 

Health insurance is exceedingly complex, and 
the doctor will be doing a great service if he can 
help his patients understand what they want, 
what they are being offered and what they are 
buying. 


Auto Accident Moror vehicle accidents killed more people in the United States in the first six 


Death Rate 


months of 1959 than did polio, measles, scarlet fever, whooping cough and diphthe- 
ria combined. A Metropolitan Information Service report indicates that automobile 


accidents account for more deaths during a six-month period than the previously 
mentioned diseases combined do in six years. 
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Encyclopedia of Medical Syndromes. 
By Robert H. Durham, M.D. Pp. 628. Price, $13.50. Har- 


per & Brothers, New York, 1960. 


IN THIS BOOK, the first of its kind that I have seen, 
Dr. Durham has clarified a multitude of syn- 
dromes. Descriptions are clear and concise. Occa- 
sionally the reader is referred to other source ma- 
terial for further reading. 

Here is a good example of Dr. Durham’s method: 
“Collet-Sicard syndrome. Synonyms: Sicard’s syn- 
drome; Collet’s syndrome; condylolacerum syn- 
drome; gossolaryngoscapulopharyngeal hemiplegia; 
posterior lacerocondylar space syndrome; condylo- 
posterior lacerated foramen syndrome. See also 
Vernet’s syndrome; Jackson’s syndrome; Villaret’s 
syndrome.” 

A short description follows: ‘‘The features of this 
syndrome consist of unilateral involvement of the 
ninth, tenth, eleventh and twelfth cranial nerves. 
Paralysis of the vocal cord and palate, loss of taste 
over the posterior third of the tongue, hemianesthesia 
of the larynx, pharynx and palate as well as paralysis 
of the trapezius and sternocleidomastoid muscles are 
characteristic features.” 

Every doctor has, I am sure, been befuddled dur- 
ing his student days by the multiplicity of syndromes, 
some sets of symptoms and signs having two or 
more names to remember. It must have been an 
enormous task for Dr. Durham to cull and classify 
the eponyms and descriptions of syndromes. It is a 
labor well done. — ARTHUR N. JAY, M.D. 


Modern Treatment Year Book 1960. 

26th ed. Edited by Sir Cecil Wakely. Pp. 310. Price, $7.50. 

Williams & Wilkins Company, Baltimore, 1960. 
THIS BOOK, which has appeared annually for more 
than 25 years, offers a good insight into British treat- 
ment methods and practice. Its 32 chapters cover 
many diverse subjects in the fields of medicine, sur- 
gery and obstetrics (for example: cancer of the lung, 
testicular pain, the menopause, severe head injuries, 
fractures of the nose, aquatic emergencies, injuries 
of the chest, tinnitus, cardiac and respiratory arrest, 
chronic cough). Each article is concisely written 
(less than ten pages). 

I n most instances, the authors use generic names 
of drugs. This is a great help to American readers 
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because British drug tradenames usually differ from 
the American ones. 

The physician in general practice will find this 
book interesting and replete with many helpful hints 
not ordinarily found in American textbooks. How- 
ever, he may find some chapters too sketchy and 
elementary. —ARTHUR C. DEGRAFF, M.D. 


Henry E. Sigerist on the History of Medicine. 

Edited by Felix Marti-Ibafiez, M.D. Pp. 308. Price, $6.75. 

MD Publications, Inc., New York, 1960. 

THE FAMILIAR QUERY “What’s new?” reflects our 
breathless eagerness to keep in the forefront of the 
rapid pace of events. In the field of medicine this 
is particularly true, as new advances are constantly 
reported. In our rush to master the intricacies of 
life and disease it is rewarding now and then to look 
back. In retrospect we get a much better perspective 
than we do from the passing scene. This perspective 
may often augment a balanced judgment for evalua- 
tion of current events. 

Henry Sigerist was undoubtedly the dean of 
medical historians. This collection of essays, as- 
sembled by him from his voluminous writings and 
speeches, has been edited by Dr. Marti-Ibafiez and 
published posthumously. The papers are divided 
into four sections. Two pertain to historical periods, 
one is a philosophic survey and the final one is en- 
titled “‘Personal History.” 

The book opens with a bird’s-eye view of medicine 
from past to present, a lecture delivered before the 
New York Academy of Medicine in 1938. As in later 
essays, Dr. Sigerist shows his strong conviction that 
the practice of medicine is becoming, and should 
become, a socialized function. This attitude is 
probably a reflection of his European training and 
background. As he sees it, the physician’s role in 
society is determined not by himself but by the 
society he serves. However, he tempers his observa- 
tion by encouraging physicians to exercise their 
influence through greater participation in sociopolit- 
ical affairs: “If never before, certainly today the 
doctor may become a statesman, the Asklepios 
politikos visualized by Plato.” 

This is an outstanding book which every well-read 
physician should own, not merely for its subject but 
also because Sigerist inimitably blends an encyclo- 
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Ready soon... from Saunders 


Edwards—An Atlas of Acquired Diseases New! 
of the Heart and Great Vessels 


A complete presentation of structural changes in acquired heart diseases and 
the manner in which these morphologic alterations influence func- 
tion. For each disorder, Dr. Edwards first outlines the anatomy of 
the region involved. He then describes major and less common 
lesions, using brilliant illustrations of gross anatomy and histologic 
changes. For major disease entities, the author covers anatomic rep- 
resentation of functional derangements, differential diagnosis, clin- 
ical features and complications. 

Over 2000 illustrations vividly depict structural changes. Radio- 
gtams and electrocardiograms are used lavishly, as well as superb 
photographs of dissected hearts. 

Volume I covers diseases of the Valves and Pericardium—rheumatic 
carditis; bacterial endocarditis; miscellaneous affections of the endo- 
cardium; calcification of the mitral ring; pericardial disease. 

Volume II covers Coronary Artery Disease and Hypertension—coro- 
nary arterial disease; primary systemic hypertension; myocardial dis- 
ease; the heart in systemic disease; pulmonary heart disease. 

Volume III covers the Great Vessels—atherosclerosis of the aorta; 
dissecting aneurysms of the aorta; diseases of the thoracic aorta; dis- 
eases of the branches of the aorta; diseases of the pulmonary artery; 
diseases of the vein; diseases of the thoracic duct. 


Cutter —A History of Midwifery 


By Jesse E. Epwarps, M.D., Consultant, Section of 
Pathologic Anatomy, Mayo Clinic, and Professor of Pa- 
thology, Mayo Foundation, Graduate School, University 
of Minnesota, Rochester. With the assistance of HENRY 
N. NEuUFIELD, RAYMOND D. Pruitt, ROBERT PARKER, 
and Howarp B. BURCHELL. Three volumes, totaling 1450 
pages, 8” x 11%", with 2333 illustrations. About $65.00 

New—Ready March, 1961. 


A New Reprint! 


Traces the history of midwifery by sketching the expe- 
riences of the doctors of “‘physick, anatomy and chi- 
rurgery’’ who shaped its course from 14th century 
England to 19th century America. This fascinating ac- 
count of the development and changes in midwifery is 
a reprint of the first 190 pages of the famous 3-volume 
Obstetrics and Gynecology by Arthur Hale Curtis, M.D., 
first published by Saunders in 1933. Now available as 
a bound book, this delightful monograph has a new 


I W. B. SAUNDERS COMPANY, West Washington Square, Philadelphia 5 


Please send and charge my account: 


() Edwards’ Adlas of Acquired Diseases of Heart, about $65.00 
() Cutters’ History of Midwifery, about $5.50 


Foreword by Dr. Henry R. Viets. Dr. Cutter, the orig- 
inal author of this section relates the story of mid- 
wifery from early clinical practices in Europe to gyne- 
cologic practices in America. The invention of forceps, 
the battle against puerperal fever, and the enlightening 
quotations from yesterday's men of medicine make 
this volume a source of constant inspiration. 

By I. S. Currer, M.D. Reprinted from Curtis’ Obstetrics and Gynecology ais 


new Foreword by HENRY R. VieTs, M.D. About 200 pages, 642” x 9%", il- 
lustrated. About $5.50. Reprint—Ready April, 1961. 
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pedic knowledge of historical medical writings with 
a humanistic philosophy that cannot fail to imbue 
the reader. His style is invested with a delightful 
wit which makes the writing buoyant. Several airy 
essays, such as the one on Harington’s invention of 
the water closet, add leavening to the more profound 
dissertations, such as ‘‘William Harvey’s Position in 
the History of European Thought.” The reading 
never becomes dull. Sigerist’s intimate knowledge of 
milieu enables him vividly to portray the background 
of the events he describes. His philosophic observa- 
tions endow even the homely footnotes to history 
with deeper significance. 

The final section is perhaps the best, embodying 
much of Dr. Sigerist’s personal philosophy of life. 
The papers included here reveal his enduring faitn 
in humanity, a warm feeling of kinship with his 
fellow man. Several give the impression of an inti- 
mate letter received from a personal friend. As he 
discusses his views on improving the mind (‘Thoughts 
on the Physician’s Reading and Writing’), Dr. 
Sigerist describes the formula which helped him to 
achieve a full and successful life. We may feel this 
is more appropriate to the philologist and the chair- 
bound professor than to the active practicing physi- 
cian, yet it sets an example which, if emulated, would 
considerably enrich our own lives: “‘One should begin 
early with the reading of the world’s classics. I have 
next to my bed ... a small section of my library— 
but one carefully selected—that I love, and it is 
my daily or rather nightly delight.” 

— DANIEL M. ROGERS, M.D. 


Practical Proctology. 
2nd ed. By Louis A. Buie, Sr., M.D. Pp. 737. Price, 
$22.50. Charles C Thomas, Springfield, Ill., 1960. 


IN THE LATEST edition of this text, Dr. Buie has lived 
up to his reputation as the “father of proctology.” 
The book is a detailed compilation of all current 
knowledge concerning anorectal conditions and their 
treatment. As stated in the preface, Practical Proc- 
tology should not be considered as a handbook or 
an atlas but rather as a. textbook. Considerable 
attention is given to history, pathology, physiology 
and diagnosis. Prevention before treatment is also 
discussed. 

The color illustrations and photographs are not so 
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plentiful as one might have hoped. The black-and- 
white illustrations are good, many of them having 
appeared in the earlier (1927) edition. 

Dr. Buie’s single-minded dedication to his field 
is reflected in the following quote, to which every 
physician would do well to add a hearty “Amen”: 

“T will gladly insert my finger into the rectum of 
a person, professionally, with whom I would not 
care to shake hands socially. Furthermore, when an 
adult person consults me regarding rectal disability 
I assume that he has a carcinoma until it is proven 
that one does or does not exist.” 

This excellent textbook can and should be used 
regularly by every conscientious general practitioner. 

—JOHN C. ELY, M.D. 


The Older Patient. 

Edited by Wingate M. Johnson, M.D. Pp. 589. Price, $14. 

Harper & Brothers, New York, 1960. 

THIS EXCELLENT BOOK covers a broad range of sub- 
jects pertaining to medical treatment of older per- 
sons. 

The 21 contributors, all authorities in their fields, 
have provided the important details of special sub- 
jects in a concise style. Chapters are of variable 
length and over-all continuity is smooth. 

The principal biologic and anatomic aspects of 
aging are described and additional references are 
given. Other chapters deal with specific conditions 
and systems in the same manner. 

The description of diagnosis in older patients em- 
phasizes an acceptable procedure for histories and 
physical examinations. This is followed by remarks 
about the treatment of the older patient as an indi- 
vidual. When a disease is discussed, clinical signs and 
physiologic and pathologic factors are outlined, fol- 
lowed by treatment recommendations. 

The authors deal with such areas as nutrition, sur- 
gical principles and care, dermatologic problems, the 
eye, the ear, the musculoskeletal system, gastroin- 
testinal and genitourinary conditions, the heart, 
blood pressure and its remote effects, mental changes, 
sociologic aspects of aging and adjustment to age. 

The information given by the editor is of definite 
value to the general practitioner or any physician 
who provides specialized care for older people. 

— PERRY C. GITTINS, M.D. 
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An Atlas of Normal Radiographic Anatomy. 

By Isadore Meschan, M.D. Pp. 759. Price, $16. W. B. 

Saunders Company, Philadelphia, 1959. 

MESCHAN’S Atlas of Normal Radiographic Anatomy 
is both a textbook and a reference work covering all 
phases of modern radiology. As the title implies, the 
book deals with normal, not pathologic, findings. 
Briefly explained are the background of radiology, 
the physics of x-ray application and protection 
against x-rays. Some of the measured doses in com- 
mon x-ray procedures are listed. 

The book then discusses in detail the body systems 
(skeletal, cerebral, respiratory, circulatory, etc.) as 
well as the special studies involving these systems. 
Myelograms, pneumoencephalograms, bronchograms 
and arteriograms are explained and become under- 
standable. 

The text is liberally illustrated. Drawings accom- 
pany all roentgenograms and descriptions are brief 
and direct. This is not a technical manual on x-ray 
techniques but rather a book to give physicians an 
over-all understanding of what can be shown by 
x-ray. 

The atlas will be of particular value to the general 
practitioner. It will enable him to understand what 
his radiologist intends to convey by report. After 
reading it, the physician can better describe the type 
of examination he wishes to order for his patient. 
Like the radiologist, he will also find the book invalu- 
able for interpreting his own films. 

—JOHN W. RICE, M.D. 


Heritable Disorders of Connective Tissue. 

2nd ed. By Victor A. McKusick, M.D. Pp. 319. Price, $12. 

C.V. Mosby Company, St. Louis, 1960. 

THIs is the second edition of this book by Dr. 
McKusick. The 1956 edition was a rather limited 
discussion based on a series of articles published in 
the Journal of Chronic Diseases. To the present edi- 
tion have been added many clinical and pathologic 
descriptions, as well as numerous illustrations. 

The principal disorders discussed are the Marfan 
syndrome, the Ehlers-Danlos syndrome, oseteogene- 
sis imperfecta, pseudoxanthoma elasticum and the 
Hurler syndrome. The clinical and pathologic picture 
of each is thoroughly presented. The discussion 
Points out that the clinical picture of each disorder 
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is as specific and predictable as that of other clinical 
entities. In addition, theories regarding the basic 
defects and the modes of inheritance are completely 
reviewed. Dr. McKusick states that the heritable dis- 
orders of connective tissue are not congenital mal- 
formations in the usual sense but that certain con- 
genital malformations occur with increased frequency 
in association with the disorders. 

This work is an important contribution to the 
medical literature. It not only thoroughly discusses 
the clinical syndromes and their related principles of 
heredity but also makes it clear that clinical study is 
an important phase of medical research and should, 
in the disorders discussed, stimulate more technical 
advances in the biochemical alterations involved. 

This is a pleasing book. It should be readily avail- 
able to the general practitioner, who is best able to 
evaluate the clinical manifestations of these disor- 
ders in reference to family background. 

— EDMUND H. REPPERT, M.D. 


The Extremities. 

By Daniel P. Quiring, PH.D. and John W. Warfel, PH.D. 

Pp. 120. Price, $3.25. Lea & Febiger, Philadelphia, 1960. 
THIS EXCELLENT VOLUME will appeal to a limited 
audience. The first edition, by Daniel P. Quiring, ap- 
peared in 1945 and was reprinted eight times. (At 
the time of his death, in March, 1958, Dr. Quiring 
was head of the anatomy division of the Cleveland 
Clinic Foundation.) The second edition has been 
revised and edited by John H. Warfel, assistant 
professor of anatomy at the University of Buffalo 
School of Medicine. 

The 120-page volume has 106 plates. Each plate 
includes a line drawing which shows the origin and 
insertion of a single muscle, describes its function and 
depicts its nerve and blood supply. Page references 
to the latest editions of Gray and Cunningham are 
also given. The line drawings are clean in outline and 
generally accurate. Each occupies approximately 
two-thirds of the page. 

If you are a student, you will find the book a great 
help in learning the muscles of the upper and lower 
extremity. If you are an anatomy instructor, the 
plates will serve as excellent models for blackboard 
sketches. If you are reviewing for an anatomy ex- 
amination, the book will simplify your study. 
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When faulty fat metabolism is leading your patients into the degenerative disease 
pattern, RG® LECITHIN commands your attention. A natural food product made 
wholly from soybeans, RG® LECITHIN is over 90% pure phosphatides...a rich 
source of polyunsaturated fatty acids as well as choline, inositol and phosphorus 
...Safe...Economical...Non-Toxic. Important current reports of scientific research 
on natural phosphatide complexes include significant studies enumerated below. 


PHOSPHATIDES IN EXPERIMENTAL ATHEROMA; DIETETIC EXPERIMENTS AND BIOCHEMICAL RE- 
M. Friedman. The American Journal of Clinical SEARCH IN HUMAN ATHEROSCLEROSIS; 
Nutrition—May—June 1960. G. Verdonk. Abstracts—5th International Congress 


EFFECT OF SOYBEAN PHOSPHATIDES ON SERUM saldahanicnasGkcateel 

LIPIDS AND LIPOPROTEINS; B. A. Sachs. The FACTS REGARDING THE ACTION OF “LECITHIN” 
American Journal of Clinical Nutrition—May—June ON THE PROGRESS OF RECUPERATION; H. Mies. 
1960. Munchener Medizinsche Wochenschrift—1958. 
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Write to Medical Consultant. .... 1825 North Laramie Avenue e Chicago, !Ilinois 
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I recommend this book for those who are study- 
ing, teaching or reviewing anatomy. It cannot be 
considered adequate for surgical anatomy because 
relationships are not given. It must be used, as 
intended, with one of the encyclopedic texts of 
anatomy. —RoBErRT H. TINKER, M.D. 


A Textbook of Human Embryology. 

By R. G. Harrison, M.D. Pp. 244. Price, $10.50. Black- 

well Scientific Publications, Oxford, 1959. 

THE PURPOSE of this text is to facilitate comprehen- 
sion of human development and adult anatomy. 

The illustrations, especially the simplified line 
drawings, help accomplish this aim. For one whose 
experience with microsections is far from recent, the 
microsection reproductions leave much to be desired. 
The text is, for the most part, written in the language 
of the embryologist, which is nearly as difficult to 
translate as the language of the psychoanalyst. 

Many of the commoner congenital anomalies are 
passed over rather lightly. Pilonidal cyst, for ex- 
ample, is not referred to in the index. 

The book is of very little value to the general 
practitioner unless he has a great love for, and a 
genuine interest in, embryology. 

— BERNARD P. HARPOLE, M.D. 


Current Therapy — 1960. 

Edited by Howard F. Conn, M.D. Pp. 808. Price, $12. 

W. B. Saunders Company, Philadelphia, 1960. 

WITH EACH annual edition, this book becomes better 
and more informative. The 1960 edition contains 
more than 800 pages and covers all phases of therapy 
in its 16 major sections. In general, the articles are 
concisely written and in accordance with the best 
medical practice. The new is combined with the 
old so that each discussion represents, in the opinion 
of the author, the best therapy at this time. 

I believe that the custom of stating “Method of 
Dr._________” at the beginning of every article 
should be discontinued in future editions. I am sure 
the physician who writes the article would be the 
first to disclaim that he has designed a special method 
of treatment. 

This is a good reference book on current treatment 
in all branches of medicine. 
— ARTHUR C. DEGRAFF, M.D. 
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ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


The Anonymous Mycobacteria in Human Disease. 
Edited by John S. Chapman, M.D. Pp. 173. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1960. 


Automatic Chemical Analysis. 
Edited by Franklin N. Furness. Pp. 332. Price, $3.50. 
The New York Academy of Sciences, New York, 1960. 


Chemical Osteosynthesis in Orthopaedic Surgery. 
By Michael P. Mandarino, M.D. Pp. 72. Price, $4.50. 
Charles C Thomas, Springfield, Ill., 1960. 


The Christian as a Doctor. 
By James T. Stephens and Edward Leroy Long, Jr. Pp. 
126. Price, $2.50. Association Press, New York, 1960. 


Fourth Tissue Homotransplantation Conference. 
Edited by Otto v. St. Whitelock. Pp. 607. Price, $5. The 
New York Academy of Sciences, New York, 1960. 


Medical Research and the Death Penalty. 
By Jack Kevorkian, M.D. Pp. 75. Price, $2.50. Vantage 
Press, Inc., New York, 1960. 


Procurement and Materials Management for Hospitals. 
By Rex H. Gregor and Harold C. Mickey. Pp. 159. Price, 
$7.50. Charles C Thomas, Springfield, Ill., 1960. 


Glossary of Words and Phrases Used in Radiology and 
Nuclear Medicine. 
By Lewis E. Etter, M.p. Pp. 208. Price, $8.50. Charles C 
Thomas, Springfield, Ill., 1960. 


Group Processes. 
Transactions of the Fifth Conference, 1958. Edited by 
Bertram Schaffner, M.D. Pp. 196. Price, $4.50. Josiah 
Macy, Jr. Foundation, New York, 1960. 


The Heart in Industry. 
Edited by Leon J. Warshaw, M.D. Pp. 677. Price, $16. 
Harper & Brothers, New York, 1960. 


Libido. 
By J. E. Schmidt, m.p. Pp. 278. Price, $8. Charles C 
Thomas, Springfield, Ill., 1960. 


Man’s Posture. 
By J. Joseph, M.D. Pp. 88. Price, $5.50. Charles C 
Thomas, Springfield, Ill., 1960. 


Studies on Vertebrate Neurogenesis. 
By S. Ramén y Cajal. Translated by Lloyd Guth, M.v. 
Pp. 482. Price, $16.50. Charles C Thomas, Springfield, 
Tll., 1960. 
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provides combined pressor, myocardium- 
stimulating effect with no tissue slough reported 


ARAMINE ‘‘Metaraminol combines strong pressor effect with 
myocardial-stimulating action . . .""! 

ARAMINE can be administered for balanced pressor, myo- 
cardium-stimulating effect by any desired route—intravenous, 
intramuscular or subcutaneous—with no reported tissue slough 
and with minimal risk of causing arrythmias. Repeated injections 
of ARAMINE appear to elicit no tachyphylactic response. 

ARAMINE is always ready for immediate use—no dilution is re- 
quired. These advantages of ARAMINE make it equally valuable 
in shock accompanying anaphylaxis, brain damage, infectious 
disease, hemorrhage, surgery, trauma. 


Supplied: in 1-cc. ampuls and 10-cc. vials (10 mg. per cc.). 
ARAMINE is a trademark of Merck & Co., INC. 


ADDITIONAL information is available to physicians on request. Address Professional Service 
Department, West Point, Pa. 


1. Selzer, A. and Rytand, D.A.: COUNCIL ON DRUGS, Report to Council J.A.M.A. 168:762, 
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AMA, at Washington Meeting, Pledges All-Out Support of PL 86-778 


Programs for Voluntary Insurance, Foreign Graduates, Scholarship Aid Proposed 


THE AMERICAN Medical Association drew the 
battle line on the nation’s aged health care plan 
during its Clinical Meeting in Washington, D.C., 
then through its House of Delegates charted a 
course to implement the Mills bill (Public Law 
86-778), to coordinate maximum development of 
voluntary health insurance, to offer an educa- 
tional program to aid foreign medical graduates 
and to provide a scholarship and loan program 
for medical students. 

Claiming increased strength in the new Con- 
gress to oppose social security coverage of medi- 
cal care for the aged, AMA President Vincent 
Askey promised a continuing battle against the 
type of aged health care supported by John F. 
Kennedy. 

Pointing up the problem, Dr. Ernest B. 
Howard, assistant executive vice president of the 
AMA, charged that President-elect Kennedy has 
participated in a “campaign . . . to destroy and 
discredit’”” recently-enacted legislation under 
which medical care for the indigent aged would 
be provided by federal and state grants on a 
matching basis. 

In New York City, Former President Harry 
Truman leveled a broadside at the AMA, calling 
it the “biggest trust in the world and a mean one, 
yes, M-e-a-n---ornery.”” 

He made this remark to newsmen during one 
of his publicized strolls. He had been asked to 
comment on the story that the AMA had asked 
its members to fight the proposed Kennedy 
program. 

_ AMA President Askey answered Mr. Truman 
i a special NBC network program originating 
from Washington. Replying to the Truman 
charges that the AMA is “against” anything that 
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benefits the people, Dr. Askey said the AMA’s 
position on legislative issues is based on a sincere 
interest in the public’s welfare. He reiterated 
statements made in his speech to the House of 
Delegates that the AMA stands ready to cooper- 
ate with the Kennedy Administration where 
possible, but does not intend to compromise its 
position or principles. 

In the House of Delegates, the association’s 
support of the Mills bill, which passed last 
summer, was reaffirmed as was opposition to any 
legislation involving the use of the OASDI 
mechanism for medical aid to the aged. 

Foremost, all state and local medical societies 
were urged to cooperate with the appropriate 
state officials and provide leadership in imple- 
menting the provisions of the Mills bill. 

The House suggested further experimentation 
in home-care programs, homemaker services and 


Sparring Partners—AMA President E. Vincent Askey 
(left) and Former President Harry S Truman traded health 
view blows. Mr. Truman, during a New York stroll, hurled 
charges at his old Nemesis, the AMA. Dr. Askey answered 
that the association will not compromise its position or its 
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visiting nurse services. Also recommended was an 
increased emphasis at all levels of medical educa- 
tion on the new challenges being presented to 
physicians in the health care of older persons. 


Voluntary Insurance Leadership 


While vowing to make the voluntary Mills act 
work, and to resist to the end any legislation 
which would utilize the OASDI mechanism, the 
delegates directed the Board of Trustees and the 
Council on Medical Service to assume immedi- 
ately the leadership in expanding the voluntary, 
nonprofit prepayment concept of health insur- 
ance for all Americans. 

The desire is to consolidate the efforts of the 
AMA with those of the National Association of 
Blue Shield Plans, the American Hospital Associ- 
ation and the Blue Cross Association. 

The AMA also hopes to coordinate the efforts 
of commercial health insurance companies and to 
seek the cooperation and advice of industrial, 
labor and other private organizations using 
health plans. 


Aid for American Students 


In other positive action, the AMA approved 
ascholarship and loan program to help meet the 
nation’s crucial need for more physicians. 

The proposal, which came from the Special 
Study Committee of the Council on Medical 
Education and Hospitals, recommended that 50 
scholarships of $1,000 each be given annually to 
talented students who need the money. 

The number of scholarships would be doubled 
each year until the program was supporting 200 
students a year. 

The student loan portion of the program calls 
for the AMA to create a “central security fund” 
which would be used to endorse’ or cosign per- 
sonal long-term loans at mioderate interest to 
recommended students. The loans would be made 
by local banks or other lending agencies. 

As for the two-part program, the delegates 
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said this proposed program will provide concrete 
evidence of the AMA’s sincere desire to attract 
increasing numbers of well qualified young people 
to enlarge the ranks of the profession. 

They pointed out that the program is wisely 
designed to allow for its enlargement through the 
support of individual physicians and other groups. 

During the reference committee hearings 
there was enthusiastic support for the program 
and a desire was indicated that in the final 
formulation of the administrative details of the 
program, provision should be made for wide- 
spread participation by individual physicians as 
well as county and state medical societies. 

Said the delegates: ‘““The program will clearly 
assist in securing highly talented individuals 
whose ability and leadership in all areas of medi- 
cine will be fostered and at the same time will 
bring needed financial assistance on a broad 
basis to medical students under a system in keep- 
ing with the Association’s belief in individual 
responsibility.” 


Program for Foreign Graduates 


While standing fast on its policy relating to 
graduates of foreign medical schools, the AMA 
offered a proposed educational program that will 
ease the plight of nearly 2,500 foreign physicians. 
Those failing to pass qualifying examinations 
may lose their visas. 

In establishing the policy a year ago reaf- 
firming the deadline for certification of graduates 
of foreign medical schools, the House of Delegates 
instructed the Council on Medical Education 
and Hospitals to use “‘judicious consideration” in 
local situations. 

The council said the new educational program 
was agreed upon after such “judicious considera- 
tion.” 

Dr. Leland S. McKittrick, chairman of the 
council, said that through mutual agreement 
with the State Department in Washington, the 
AMA, the American Hospital Association and 
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the Association of American Medical Colleges, 
hospitals will be urged to develop a special educa- 
tional program for this group of foreign graduates 
who failed. The program, however, will not in- 
volve patient care. 

The proposal calls for the program to be 
carried out until June 30, 1961. This will permit 
the U.S. Immigration and Naturalization Serv- 
ice to extend the education exchange visas of 
these foreign doctors and enable them to take the 
Educational Council for Foreign Medical Gradu- 
ates Examination next April 4. 

Details of the educational program will be 
worked out by each individual hospital in order 
to conform to the specific educational needs of 
the foreign doctors. 

Under such a proposal there will be no sudden 
forced exodus of those who have failed previous 
examinations. 

Dr. McKittrick concluded there must be a 
balance of two basic concerns—the American 
patient and the foreign graduate. 

Surgical Assistant’s Fees 

Of particular interest to Academy members is 
the matter of establishing health insurance fee 
schedules for surgical assistants. 

An Oregon delegation-sponsored resolution 
asked that the AMA and all state and component 
medical societies vigorously endeavor to have a 
schedule of surgical assistant’s fees included in all 
fee schedules where the services of an assistant is 
indicated. 

Reference Committee hearings divulged a 
marked difference of opinion. However, in its 
report, the committee pointed out that in the 
past the AMA has expressed definite opinion in 
this general area. 

In 1954 the House approved’ a special report 
of the Judicial Council which pointed out that 
while many insurance companies insist on a joint 
or combined bill, they pay physicians by sepa- 
tate checks and this is not considered unethical. 
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Finances at the Close of 1960—The Academy’s Finance 
Committee charted future expenditures during a meeting called 
in Washington, D.C. while members were attending the 
American Medical Association Clinical Meeting. Seated 
clockwise around the table are Treasurer Albert Ritt, Execu- 
tive Director Mac Cahal, Miss Helen Cobb, Dr. Paul 
Read, Board Chairman James D. Murphy, Dr. Cyrus An- 
derson, Dr. Howard J. Farmer and Mr. Charles Nyberg. 


The report further mentioned that on page 81 
of the September 3, 1960 JAMA, an opinion of 
the Judicial Council was published which stated 
that it is ethical for a surgeon to employ another 
physician to assist him. The Judicial Council’s 
opinion also pointed out that “if the practice (of 
employing an assistant) is a subterfuge to split 
fees or if the physician is not actually employed 
and used as a bona fide assistant, then the prac- 
tice is contrary to ethical principles.” 

In view of the many facets to this matter of 
establishing fee schedules for surgical assistants, 
the reference committee recommended and the 
House approved that the resolution be referred to 
the Board of Trustees for appropriate study. 


Step in Right Direction 

Despite Academy demands to the contrary, the 
AMA made its “General Practitioner of the 
Year” award. However, in a selection that is 
termed a step in the right direction, the designa- 
tion was given to young Academy Member James 
T. Cook (44 years old) who is president-elect of 
the Academy’s Florida chapter. (See Personalities 
in the Medical News, page 35, January GP.) 

Dr. Cook, who is a far cry from the horse and 
buggy version of a family doctor, said in an inter- 
view that he thinks the states and the doctors 
should do the job of taking care of medical care 
for aged persons unable to pay for it. 

In this regard, he doesn’t care for the AMA- 
endorsed health care program and he doesn’t like 
the broad Social Security approach favored by 
John Kennedy. 
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Committee Directive 


A reference committee recommendation that 
the AMA’s Committee on Medical Care for In- 
dustrial Workers be given some latitude in de- 
fining or modifying the matter of free choice of 
physician ignited the fiercest floor discussion of 
the meeting. 

Ensuing discussion brought forth the opinion 
that at least one committee member is an avowed 
supporter of Forand-type legislation. 

The free choice preservation bloc won and the 
House directed the committee to carry out its 
duties as previously instructed and in conformity 
with the clear policies already laid down by the 
House of Delegates. 

Other Business 

In other actions, the delegates: 

Approved a report which announced that a 
dues increase would be recommended at the an- 
nual meeting in June. The report indicated that 
the amount would not be less than $10 and not 
more than $25 to be effective January 1, 1962. 
The reference committee asked the Board to con- 
sider an increase in the annual dues of $20, to be 
implemented over a period of two years... . 

Agreed that in view of the fact that oral polio 
vaccine will not be generally available in suffi- 
cient quantity in 1961 for any large scale immu- 
nizing effort, the medical profession should en- 
courage the widest possible use of the Salk vac- 
cine. The House also suggested that a committee 
be established to study the problems and the ad- 
ministration of the new oral polio vaccine and to 
establish guides for physicians to follow. . . . 

Requested the Board to present a completed 
retirement and disability insurance program for 
AMA members at the June meeting. . . . 

Urged a drastic tightening of chemistry stand- 
ards by which many states seek to establish guilt 
of drunkenness by recommending that 0.10 per 
cent of alcohol in the blood should be prima facie 
evidence of intoxication. 
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Number of AAGP Members Swells in AMA House of Delegates 


A STRONGER VOICE for general practitioners in the 
activities of the American Medical Association is 
evidenced with the 85 AAGP members who 
served as delegates, alternates or ex officio mem- 
bers in AMA’s House of Delegates during the 
Clinical Meeting in Washington, D.C. In addi- 
tion, three physicians with Academy affiliations, 


are among the officers. They are Dr. Raymond 
McKeown of Coos Bay, Ore., secretary-treasurer 
and trustee; Dr. R. B. Robins of Camden, Ark., 
trustee and Dr. Hugh H. Hussey, honorary mem- 
ber from Washington, D. C., trustee. The follow- 
ing delegates and alternates are Academy mem- 
bers: 


B. W. McNEASE, M.D. 
Fayette, Ala. (Alternate) 


JAMES M. KOLB, M.D. 
Clarksville, Ark. 


FouNT RICHARDSON, M.D. 
Fayetteville, Ark. 


C. C. LONG, M.D. 
Ozark, Ark. (Alternate) 


J. W. KENNEDY, M.D. 
Arkadelphia, Ark. (Alternate) 


LEOPOLD H. FRASER, M.D. 
Richmond, Calif. 


DONALD Cass, M.D. 
Los Angeles, Calif. 


R. STANLEY KNEESHAW, M.D. 
San Jose, Calif. 


JAMES E, FELDMAYER, M.D. 
Exeter, Calif. 


Burt L. DAVIs, M.D. 
Palo Alto, Calif. (Alternate) 


RALPH C. TEALL, M.D. 
Sacramento, Calif. (Alternate) 


GATEWOOD C. MILLIGAN, M.D. 
Englewood, Colo. (Alternate) 


NoRMAN H. GARDNER, M.D. 
East Hampton, Conn. 


H. THoMAS McGUuIRE, M.D. 
New Castle, Del. 


HERBERT S. GATES, M.D. 
Washington, D.C. (Alternate) 
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Burns A. DOBBINS, JR., M.D. 
Fort Lauderdale, Fla. 


MADISON R. POPE, M.D. 
Plant City, Fla. (Alternate) 


EUGENE G. PEEK, JR., M.D. 
Ocala, Fla. (Alternate) 


WALTER E. MURPHREE, M.D. 
Gainesville, Fla. (Alternate) 


EusTAcE A. ALLEN, M.D. 
Atlanta, Ga. 


WALTER G. ELLIOTT, M.D. 
Cuthbert, Ga. (Alternate) 


GEORGE R. DILLINGER, M.D. 
Thomasville, Ga. (Alternate) 


B. E. MONTGOMERY, M.D. 
Harrisburg, 


H. KENNETH SCATLIFF, M.D. 
Chicago, Ill. 

ARTHUR F. GOODYEAR, M.D. 
Decatur, 

ALLISON L. BURDICK, M.D. 
Chicago, Ill. (Alternate) 

NORMAN L. SHEEHE, M.D. 
Rockford, Ill. (Alternate) 


Francis L. LAND, M.D. 
Fort Wayne, Ind. 


WENDELL C. STOVER, M.D. 
Boonville, Ind. 


WALTER L. PORTTEUS, M.D. 
Franklin, Ind. (Alternate) 


JOHN M. PARIS, M.D. 
New Albany, Ind. (Alternate) 


C. H. STARK, M.D. 
Cedar Rapids, Ia. (Alternate) 


H. W. MATHIASEN, M.D. 
Council Bluffs, Ia. (Alternate) 


GEORGE P. ARCHER, M.D. 
Prestonburg, Ky. (Alternate) 


J. VERNON PACE, M.D. 
Paducah, Ky. (Alternate) 


J. S. DETAR, M.D. 
Milan, Mich. 


G. B. SALTONSTALL, M.D. 
Charlevoix, Mich. (Alternate) 


A. E. Rirt, M.D. 
St. Paul, Minn. 


ROLAND H. WILSON, M.D. 
Winona, Minn. (Alternate) 


J. P. CULPEPPER, JR., M.D. 
Hattiesburg, Miss. 


Guy N. MAGNESS, M.D. 
University City, Mo. (Alternate) 


ROLLA B. WRAY, M.D. 
Nevada, Mo. (Alternate) 


W. C. KENNER, M.D. 
Nebraska City, Neb. (Alternate) 


EARL F. LEININGER, M.D. 
McCook, Neb. 


EARL L. MALONE, M.D. 
Roswell, N.M. 
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ELTON R. DICKSON, M.D. 
Binghamton, N.Y. (Alternate) 


Joun M. GALBRAITH, M.D. 
Glen Cove, N.Y. 


CarL A. LINCKE, M.D. 
Carrollton, Ohio 


GEORGE A. WOODHOUSE, M.D. 
Pleasant Hill, Ohio 


CHARLES A. SEBASTIAN, M.D. 
Cincinnati, Ohio 

H. T. PEASE, M.D. 
Wadsworth, Ohio (Alternate) 


EDMOND K. YANTES, M.D. 
Wilmington, Ohio (Alternate) 


J. ROBERT HUDSON, M.D. 
Cincinnati, Ohio (Alternate) 


WILKIE D. HOovER, M.D. 
Tulsa, Okla. 


E. PHELPS, M.D. 
El Reno, Okla. 


Joz L. DUER, M.D. 
Woodward, Okla. (Alternate) 


A. O. PITMAN, M.D. 


M. Louise C. GLOECKNER, M.D. 
Conshohocken, Pa. 


GEORGE S. KLumpP, M.D. 
Williamsport, Pa. 


ELMER G. SHELLEY, M.D. 
North East, Pa. 


E. ROGER SAMUEL, M.D. 
Mount Carmel, Pa. (Alternate) 


HORACE W. ESHBACH, M.D. 
Drexel Hill, Pa. (Alternate) 


CHARLES N. WYATT, M.D. 
Greenville, S.C. (Alternate) 


FRANK C. OWENS, M.D. 
Columbia, S.C. (Alternate) 


A. P. REDING, M.D. 
Marion, S.D. (Alternate) 


GLEvIs W. CLEVELAND, M.D. 
Austin, Tex. 


JAMES H. WOOTEN, JR., M.D. 
Columbus, Tex. 


J. B. COPELAND, M.D. 
San Antonio, Tex. 


J. C. TERRELL, M.D. 


J. L. COCHRAN, M.D. 
San Antonio, Tex. (Alternate) 


W. Linwoop BALL, M.D. 
Richmond, Va. 


MALCOLM H. HARRIS, M.D. 
West Point, Va. (Alternate) 


A. G. YOUNG, M.D. 
Wenatchee, Wash. 


QUENTIN KINTNER, M.D. 
Port Angeles, Wash. (Alternate) 


J. C. HUFFMAN, M.D. 
Buckhannon, W.Va. (Alternate) 


LIEN O. SIMENSTAD, M.D. 
Osceola, Wis. 


E. L. BERNHART, M.D. 
Milwaukee, Wis. 


JOHN M. BELL, M.D. 
Marinette, Wis. (Alternate) 


W. B. HILDEBRAND, M.D. 
Menasha, Wis. (Alternate) 


BERNARD J. SULLIVAN, M.D. 
Laramie, Wyo. (Alternate) 


Hillsboro, Ore. Stephenville, Tex. 
DANIEL H. BEE, M.D. Epwin P. HALL, JR., M.D. 
Indiana, Pa. Fort Worth, Tex. (Alternate) 
Delegates for General Practice Section Ex Officio Members of the House of Delegates 


LesTER D. BIBLER, M.D. 
Indianapolis, Ind. 


MILTON B. CASEBOLT, M.D. 
Kansas City, Mo. (Alternate) 


Dwicut H. MuRRAY, M.D. 
Napa, Calif. (Past President) 


W. Linwoop BALL, M.D. 
Richmond, Va. (Past Trustee) 


Academy Members Serving on Reference Committees 


Amendments to Constitution and By-laws 

DONALD CASS,M.D. ....... Insurance and Medical Service 

ELMER SHELLEY, M.D. (Chairman) ..........2.2+e.ee0004 Legislation and Public Relations 

Fount RICHARDSON, M.D... ... . Medical Education and Hospitals 

JOHN M. GALBRAITH, M.D. (Chairman) .........-2020220-. Reports of Officers 

EaRL F, LEININGER, M.D... Rules and Order of Business 

G. W. CLEVELAND, M.D. (Chairman) . eee Tellers 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


A MIDWESTERN physician-college president, a 
Boston hospital administrator and a Texas sur- 
geon will have much to say about health legisla- 
tion this year. Whether they work behind or in 
front of the scenery, the following will wield 
considerable influence on Administration policy 
and Congressional handling of bills in sensitive 
medico-economic areas: 

Dr. James P. Dixon, Jr., president of Antioch 
College and a former Philadelphia Public Health 
Commissioner. 

Dr. Dean Clark, director of Massachusetts 
General Hospital and pioneer in this country’s 
consumer-controlled group practice clinic move- 
ment. 

Dr. Michael E. DeBakey, chairman of the 
Department of Surgery at Baylor University, 
active worker for the election of John F. Kenne- 
dy and holder of honors from the American Medi- 
cal Association. 

Although he is an outspoken supporter of med- 
ical benefits for the aged under social security, 
Dr. Dixon was chief consultant on national 
health issues for the President’s Commission on 
National Goals. This was an Eisenhower-ap- 
pointed group whose report was released by the 
White House only weeks before the change in 
Administrations. He also had a connection with 
the previous Republican President, having 
served as secretary of the health unit in the 
Hoover Commission, which several years ago 
recommended administrative reforms in the fed- 
eral medical establishment. 

During the period between President Ken- 
nedy’s election and his inauguration, many of 
his statements on medical eldercare were pre- 
pared with the assistance of Dr. Clark. On the 
Washington scene, Dr. DeBakey’s efforts have 
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been focused more on medical research assistance 
and the new National Library of Medicine, al- 
though his liberal views on the government’s role 
in supplying medical services are well known. 

The two laymen outside federal circles who 
will bear the most watching by those interested 
in outcome of the controversy over medical 
eldercare are Messrs. Wilbur S. Cohen and I. S. 
Falk. 

The former was one of the chief drafters of the 
original Forand bill and he had much to do with 
framing its successor, which is now awaiting 
Congressional action. Falk is health and welfare 
consultant to United Steelworkers of America 
and, like Cohen, served in the old Federal Secu- 
rity Agency. FSA was absorbed by the Depart- 
ment of Health, Education and Welfare in 1953. 


Rising General Practitioner Fees 


General practitioners’ fees are rising faster 
than surgeons’ and dentists’ fees, according to 
the Bureau of Labor Statistics. Latest quarterly 
breakdown, for the third quarter of 1960, sets the 
general practitioner’s price index at 148.6, while 
it was 129.6 for surgeons. The base period (100.0) 
is 1947-49. 

Between December, 1958, and September, 
1960, the general practitioner fee index rose from 
141.1 to 148.6, while the surgery figure went 
from 123.5 to 129.6. During the same period, 
the over-all index for medical care (including hos- 
pitalization and hospital insurance, dental care 
and certain drugs) rose from 147.6 to 156.9. 

Inclusion of hospital charges and hospital in- 
surance premiums under the heading of ““Med- 
ical Care”’ is responsible for its high index figure. 
The subcategory of hospital rates stood at 225.8 
for the third quarter of 1960 and hospitalization 
insurance was 174.9. 
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Vendor Payments Nearly $500 Million 


Under the federal social security program dur- 
ing the fiscal year which ended June 30, 1960, a 
total of $492,495,000 was expended in vendor 
payments for medical services. The outlay went 
for hospitalization, drugs and certain other bene- 
fits, as well as physicians’ professional care. 

Among the 47 states participating in this pro- 

gram, largest vendor payments were reported by 
New York, Illinois, Massachusetts and Califor- 
nia. 
By categories, medical benefits for persons re- 
ceiving old age assistance accounted for higher 
expenditures than all of the other categories 
combined. Next in order were persons on general 
relief rolls, dependent children, recipients of 
permanent and total disability payments, and the 
blind. 


General Practice Represented 


Scheduled to meet four to six times annually is 
the newly formed Medical Advisory Panel of 
Federal Aviation Agency. Its function is to re- 
view petitions of airplane pilots requesting ex- 
emption from medical standards for certification. 

Representing general practice on the panel is 
Dr. Maleom E. Phelps of El Reno, Okla. Other 
private practitioners are Dr. L. O. Simenstad, of 


Osceola, Wis.; Dr. J. Richard Durham, an in- 
ternist, of Wilmington, Del., and Dr. Harry Dan 
Vickers, a surgeon of Little Falls, N. Y., who is 
medical director of Flying Physicians Associa- 
tion. 

The panel’s other members are affiliated with 
teaching institutions or airlines. 


Malpractice Premium Deduction 


A physician who was employed by a hospital 
wanted to know if he could deduct, as a business 
expense, the amount of premiums paid for mal- 
practice insurance. He knew he could be held 
personally responsible for negligence and desired 
protection against this risk. : 

In a December ruling, the Internal Revenue 
Service held that such expenses were “ordinary 
and necessary,” even though expenses attribut- 
able to a “trade or business” are not customarily 
deductible in the case of an employee. IRS ruled 
that “‘such costs are deductible by the taxpayer 
from adjusted gross income in computing taxable 
income, as defined in Section 63 of the Code, 
provided he does not use the tax table or the 
standard deduction in computing his individual 
tax liability for federal income tax purposes.”’ 


Also see AMA Washington Report, page 221. 


Ross Award Judges Named to Select 
Two Winners from Among GP Authors 


DEANS OF MEDICAL SCHOOLS from the East, West 
and South have been selected as judges for this 
year’s Ross Awards. 

They are Dr. Robert W. Alway, Stanford Uni- 
versity School of Medicine, Palo Alto, Calif.; Dr. 
Dougl::; D. Bond, Western Reserve University 
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School of Medicine, Cleveland, Ohio and Dr. Coy 
C. Carpenter, Bowman Gray School of Medicine 
of Wake Forest University, Winston-Salem, N.C. 

These three judges, named by the Academy’s 
Ross Award Committee, will select the two win- 
ners of the $1,000 Ross Awards. The announce- 
ment will be made in- April during the Annual 
Scientific Assembly in Miami Beach. The winners 
will be picked from a field of nine candidates. 
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Thyroid Tablets (Armour) are prepared from fresh 
selected glands, desiccated and standardized by official 
U.S.P. method to contain 0.2 per cent of iodine in thyroid 
combination. Thyroid Powder U.S.P. (Armour) is 
standardized and of uniform potency. USES: Thyroid 
deficiencies, cretinism, myxedema, nodular goiter (non- 
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tions will respond to the use of Thyroid (Armour) when 


ility, habitual abortion ; recurring conjunctivitis ; certain 
types of anemias and obesity; and certain changes 
which occur in hair, skin and fingernails. DOSAGE: 4 
to 5 grains daily as required by clinical condition. 
Therapeutic effect develops slowly and lasts for two 
months or longer. Thus the daily dose may be given as 
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Annually, awards of $1,000 are given to the two 
Academy members who have authored the most 
noteworthy scientific articles in GP during the 
past year. 

Ross Laboratories of Columbus, Ohio is the 
donor of the awards which are now in their tenth 


year. 


This year, Dr. Ralph J. Lum, Jr., Santurce, 
Puerto Rico, who is chairman of the Academy’s 
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Ross Award Com- 
mittee, will announce 
the winners and make 
the presentations at 
3 P.M. Wednesday, 
April 19, in Miami 
Beach Auditorium 
and Convention Hall. 

Other members of 
the committee are 
Drs. Alan K. John- 
son, Williston, N.D.; 
Willard H. Pennoy- 
er, Cheyenne, Wyo.; 
J. Paul Nadeau, Lew- 
iston, Me. and Theo- 
dore J. Nereim, Mad- 
ison, Wis. 


To Select Ross Award 
Winners—This trio of 
medical school deans has 
been appointed by the 
Academy’s Ross Award 
Commitiee to serve as 
judges of the two winners 
who will be announced in 
April from Miami Beach. 
Top to bottom are Dr. 
Robert Alway, Stanford 
University; Dr. Douglas 
D. Bond, Western Re- 
serve University and Dr. 
Coy C. Carpenter, Bow- 
man Gray. 


To be eligible, all entries must adhere to the 
following Ross Award rules: 

1. No Academy officer, director or member of 
the Publication Committee can be considered for 


the award. 


2. Any member who has written an article for 
GP in collaboration with a nonmember physician 
shall not be eligible. 

According to the rules, the following authors 
and their contributions are eligible: 


January, 1960 


June, 1960 


October, 1960 


Iron Deficiency Anemia in Infancy 
and Childhood 

IRVIN JACOBS, M.D. 

Noxen, Pa. 


Computator Watch and Clock Method 
for Taking Pulse’ and Respiration 
Rates 

D. W. BovETt, M.D. 

Marion, N. Y. 


The General Practitioner’s Role in 
Treating Alcoholism 

RoBertT A. MAJOR, M.D. 

San Francisco, Calif. 


Erythroblastosis Foetalis 
ANSEL WOODBURN, M.D. 
Urbana, Ohio 


Management of a Case of Acute Lead 
Poisoning 

E. O. LUKASEK, M.D. 

Sparta, Wis. 

Sporotrichosis in Employees of a Tree 
Nursery 

WILLARD N. HAYES, M.D. 

Norway, Mich. 


Respiratory Distress of the New born 
JEROME T. NOLAN, M.D. 
Exeter, N.H. 


The Family Doctor and Preventive 
Dentistry 

EUGENE W. HALL, M.D. 

St. Louis, Mo. 


Hypnosis in Juvenile Delinquency 
NORMAN H. MELLOR, M.D. 
Corona, Calif. 


we February, 1960 


CLINICAL REPORT 


SUBJECT: On a Specific Benefit of Meat 
in the Infant Diet 


"These results suggest that the addition of meat 
to the diet supplied a pool of iron for subsequent 
hemoglobin synthesis and that an increase of iron 
stores had occurred in the infants given this 
supplement. The expansion of red cell volume and 
circulating hemoglobin mass in the meat-fed group 


was greater than in the controls." 


Excerpt from "Meat in the Diet of Premature Infants," 
Sisson & Whalen, A.M.A. Journal of Diseases of 
Children, Vol. 95, Pg. 655, 1958. Available on request. 


Physicians in leading universities, hospitals and research organiza- Our 106th year. 
tions have carried on a series of clinical studies, feeding Swift's 
Meats for Babies to young infants. Reports of these studies have led 
to a greater appreciation of the benefits of meat in the infant diet. 
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MEDICO Tells of Benefits To Be Derived 
From Serving Its Hospitals, Clinics 


MEDICO, INC. REPORTS that it would like to re- 
ceive applications from interns, residents, gen- 
eral practitioners and specialists who would be 
interested in broadening their experience by 
serving in one of its hospitals or clinics. These are 
located in 12 countries in Southeast Asia, Africa, 
South America and the Caribbean. 

Physicians are expected to serve for periods 
ranging from three months to two years. They 
receive a modest salary, travel expenses and 
housing.: Anyone interested should write to 
MEDICcO, Inc., 420 Lexington Ave., New York 
17, N.Y. 


Reorganization Move by Mead Johnson 
Involves Promotion of Two AAGP Members 


AS PART of a major corporate reorganization re- 
cently announced by Mead Johnson & Company, 
Evansville, Ind., two new executive vice presi- 
dencies have been created. 

These involve Lambert D. Johnson, Jr., for- 
mer vice president and general manager of Mead 


Advanced by Mead Johnson— Academy Member W. D. Snively, Jr. (left) and Lambert D. 
Johnson, Jr. (right) have been named to the new executive vice presidencies by Mead Johnson 
& Company. Another Academy member, Dr. Louis Rittelmeyer (center), becomes vice president, 


medical director of Mead Johnson & Company. 
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Johnson International, and Dr. W. D. Snively, 
Jr., well known Academy member who formerly 
was vice president and medical director. 

Another Academy member, Dr. Louis R. Rit- 
telmeyer, who has been medical director of the 
Nutritional and Pharmaceutical Division, has 
been promoted to the position formerly held by 
Dr. Snively. 

In addition to his new duties as vice president, 
medical director of Mead Johnson and Company, 
Dr. Rittelmeyer also continues as medical di- 
rector of Mead Johnson Laboratories. 


Dangers in Excessive Research Grants 
Covered in Warnings to Medical Educators 


ONLY THROUGH a better balance in the education 
system can medical schools avoid the perils of 
large-grant research programs, warned speakers 
at the recent annual meeting of the Association 
of American Medical Colleges in Hollywood 
Beach, Fla. 

Stressing this matter, Dr. Ward Darley, execu- 
tive director of the association, said this balance 
that is so necessary requires enough financial in- 
dependence “‘to protect our schools from the com- 
promise and expedi- 
ency that are inimi- 
cal to the best possi- 
ble education.” 

He pointed out that 
the two most prom- 
ising sources of mon- 
ey for financial inde- 
pendence are the fees 
paid to medical school 
faculty members in 
their private practice 
and full reimburse- 
ment for sponsored 
research programs. 

The president. of 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
’ seen within one to three weeks of therapy. It improves appetite, 
\ sleep pattern, and outlook—and GERONIAZOL TT“ is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1, Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged 
debilitated with symptoms of mental 
confusion, depression, anxiety oF 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (8 
weeks’ treatment). 
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Washington and Lee University, Fred C. Cole, 
Ph.D., discussed the mixed blessings of sponsored 
research programs. He said, “It is difficult in- 
deed for administrators to turn down .. . gifts 
and grants, even if they are of questionable 
appropriateness for their schools. 

“But I suggest that is just what must be done 
if we are to keep our integrity and if we are not 
to be unduly burdened with commitments that 
drain rather than sustain.” 

Dr. Cole indicated that some policy-making 
person or group at each school is going to have to 
decide whether a proffered research program is in 
the best interests of the teaching aims of the 
school. 

Dr. Joseph T. Wearn, professor emeritus of 
medicine at Western Reserve University, Cleve- 
land, said medical schools will have to plan con- 
trol of research “‘so that its growth is reasonable 
in relation to its environment.” 

Expanded research means similar expansion in 
teaching and medical care to maintain the “‘deli- 
cate balance’’ that is so necessary to a good medi- 
cal school, Dr. Wearn pointed out. He questioned 
“the wisdom of attempting expansion . . . so long 
as key teaching positions remain unfilled.” 

Putting it another way, Dr. Howard Rusk, 
chairman of the Department of Physical Medi- 
cine and Rehabilitation at New York University 
College of Medicine, said: ‘With an ever-increas- 
ing emphasis on science . . . possibly in our eager- 
ness for scientific perfection, we have forgotten 
the basic mission of medical schools—to teach 
doctors to treat patients .. .” 

He pointed out that medical schools have been 
happy to get money from Congress for research 
programs and he jibed that medical educators 
had better stop being “pious” and appeal to 
Congress for money that will directly support 
teaching programs. 

Another report to the medical educators 
pointed out that if research can unduly drain the 
medical school funds and occupy the faculty time 
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to an extent deleterious to teaching, it can also 
pull medical students away from the eventual 
practice of medicine. 


AAGP Member Reports on International 
College Meeting in Salzburg, Austria 


THE INTERNATIONAL College of Medical Practice, 
which has headquarters in Austria, held its 
second annual meeting this past fall in Salzburg, 
with many general practitioners from the Western 
World taking part in the scientific program. 

One of these was Dr. Vernon E. Roth of Mar- 
cellus, N. Y., an Academy member from New 
York State. He attended as an observer and as a 
participant in the scientific program. 

Dr. Roth, reporting on the meeting, said it was 
held September 23-25 in Europa Haus, a conven- 
tion hall built by the city of Salzburg. He said it 
is a beautiful building with all the latest scientific 
aids, such as transistor portable translators. This 
allowed the registrants to hear the papers in 
English and German. 

The meeting was opened by the provincial 
governor and the president of the City of Salzburg 
Medical Society. 

“Apparently there is a greater gap between the 
general practitioner and the so-called university 
hospital group in Europe than there is in the 
United States,’’ Dr. Roth revealed. 

Dr. Roth said there were a great many in- 
teresting scientific papers. The head of the 
General Practice Section of the College of Medi- 
cine at Edinburgh College in Scotland spoke on 
“Common Problems of Investigation and Re- 
search in the Field of General Practice.” 

Dr. K. Engelmeier of Westfalen, West Germany, 
vice president of this international group, gave a 
paper on ““The So-Called Acute Abdomen in the 
View of the General Practitioner.” 

Four other German physicians had the fol- 
lowing as topics: “The Limits of Normalcy of 
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Inflammatory reaction 


following stress! 


In inflammation, either localized or generalized in nature, capillary damage — increased 
permeability, resulting in seepage of blood constituents into the tissues — is a uniform 
basic reaction resulting from injury or stressors of various types: 


PHYSICAL: Trauma, surgery, overexertion, sprains 


NUTRITIONAL: Malnutrition, toxins, pregnancy, growth 


ENVIRONMENTAL: Temperature, pressure, radiation, allergies 


DISEASE STATES: Viral, bacterial, malignancies, endocrine 


The role of the citrus bioflavonoids in the prevention or reversal of the inflammatory 
process is multiple through: 


1. Maintenance of capillary integrity 


2. In cellular metabolic processes, by potentiating corticosteroids, vitamins and essen- 
tial nutrients, and by inhibition of hyaluronidase 


3. Direct anti-inflammatory action 


In the treatment of inflammatory conditions include the citrus bioflavonoids 
(Lemon Bioflavonoid Complex, Hesperidin Complex and Hesperidin Methyl 
Chalcone) as therapeutic adjuncts. 
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Children’s Feet,” “Pharmacology and the General 
Practitioner,” ‘Difficulties in the Collection of 
Case Statistics in the Practice’ and ‘‘Anorexia- 
Symptoms and Diagnostical Concept.” 

Included among the other interesting papers 
was one given by a Manitoba, Canada physician 
on “Some Aspects of General Practice in Canada.” 

Dr. Roth said interest was stimulated in 
Europe by the donation of $1,000 prize money by 
an American pharmaceutical company for origi- 
nal contributions on medical subjects of interest 
to general practitioners. More than 50 papers 
were submitted. 

The $1,000 was divided into seven prizes—one 
of which was won by Dr. Roth. Realizing the dif- 
ficulties of a new organization, Dr. Roth returned 
the prize money to the international college. 

A local benefactor also contributed a prize of 
1,000 Deutsche marks. The organization decided 
to divide this into travel money for the scientific 
participants of the meeting. However, Dr. Roth 
also contributed his share of the travel money 
to the organization. 

He reported that there were members from 
Great Britain and Canada and a great many from 
Germany and Austria and some from other 
European countries. Dr. Roth said the attend- 
ance figures weren’t known at the time of his 
departure from Salzburg. 

On the last night of the meeting, the college 
banquet was held in one of the local hotels for 
physicians and their families. Dr. Roth said the 
Austrian hospitality was heart warming. 

The purpose of the College of Medical Practice 
is to teach and discuss the special problems met 
in general practice on an international basis. 

The college, organized by Dr. R. N. Braun, an 
Austrian doctor, and some general practitioner 
colleagues, held its first meeting in 1959 in 
Vienna. 

The organization is somewhat similar to the 
World Medical Association, which met in West 

Berlin just prior to the Salzburg meeting. 
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“Hello, is this the medical editor? 
How would you like a big scoop?” 


Anderson Inaugural Speech Roils 
Liberal Press, But Wins Much Support 


PHYSICIANS were urged to take a few extra minutes 
with each patient to discuss economics, Ameri- 
canism and anti-communism by Dr. Cyrus W. 
Anderson of Denver, Colo. in his inaugural ad- 
dress upon becoming president of the Colorado 
State Medical Society. 

By so saying, Dr. Anderson, a former member 
of the Academy’s Board of Directors, a past 
president and now a board member of the As- 
sociation of American Physicians and Surgeons, 
struck a tender spot in the liberal press. 

The Denver Post thundered editorial disapprov- 
al. However, The Rocky Mountain News gave 
excellent space and favorable consideration to 
Dr. Anderson’s talk. A Denver Post columnist 
wrote an article under the heading ‘Medical 
Diploma No License To Propagandize at Ran- 
dom.” In turn, the columnist’s interpretation of a 
discussion on economics, Americanism and Com- 
munism to be “propaganda” was belittled by 
physicians and other citizens in letters sup- 
porting Dr. Anderson’s suggestions. 

Medical Society President Anderson then re- 
plied to the Denver Post’s charges in an cnen let- 
ter to the newspaper. His Colorado colleagues 
joined him by writing letters to the newspapers 
approving his speech. 

As a result, what started out to be adverse 
publicity turned out to be excellent medical 
public relations because the doctors stuck to- 
gether and carefully and factually explained their 
views to the public. 


185 


News | = 
| 
} 
| 
= | 
| 
= — 
L 


Bed of Digtea is purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 


with an expiration date on each package. 


Being Digitalis in its completeness, 


this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35: pills, Davies, Rose.” 


Clinical samples and literdtuve sent to physicians on request 


Davies, Rose & Co, Ltd, : ‘Boston 18, Mass. 
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Medical News in Small Doses: 


Dr. HARRY R. STIMSON, long-time Academy 
member from Gary, Ind., is the new president- 
elect of the Indiana State Medical Association 
... Academy President-elect Floyd C. Bratt of 
Rochester, N.Y. has two key speaking engage- 
ments scheduled for May. At the May 4 Acad- 
emy-sponsored luncheon at the Pick-Congress 
Hotel in Chicago he will address members and 
alternates of the Student American Association’s 
House of Delegates. That same month he will be 
in Sioux Falls, S. D. to address the South Dakota 
Medical Association and to attend a luncheon of 
the South Dakota chapter . . . The decision of the 
Pennsylvania Turnpike Commission to erect 
medial barriers along 100 miles of the Pennsyl- 
vania Turnpike can be attributed to the initia- 
tive of Academy Member Edward J. Kowalewski 
of Rothsville, Pa. who conducted a campaign for 
the barriers as a means of reducing turnpike 
fatalities. Press reports of his campaign brought 
scores of letters and telephone calls from people 
throughout the state . . . Dr. Ennis Keizer, 
former president of the Oregon chapter who has 
been serving on the state’s Interim Committee on 
Welfare following his appointment by Governor 
Mark Hatfield, was recently honored by the 
Oregon Nursing Home Association for his fine 
contributions. Dr. Keizer was guest of honor at a 
breakfast given recently by the ONH . . . Missis- 
sippi Chapter Member Jim Barnett has been ap- 
Pointed to the State Aeronautics Board for a 
four-year term by Governor Ross Barnett. Dr. 
Barnett, no relation to the governor, is a member 
of Flying Physicians . .. Academy Member G. L. 
Simpson, Greenville, Ky., represents the Ken- 
tucky State Medical Association on the new Ad- 
visory Council for Indigent Medical Assistance 
- » . North Carolina Chapter Member Philip 
Naumoff is the new president of the Mecklenburg 
County Medical Society. 
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to the Assembly. Delta serves Miami 
with Convair 880 and Douglas DC-8 Jets, 
from Chicago « Detroit + Cincinnati + At- 
lanta Dallas Fort Worth. 

Also dependable four-engine Douglas 
flights from other principal cities. 
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ARTANE i is repea 

as an effective adjunct to count 
parkinsonoid side effects 
phenothiazine therapy... 1 
forestall withdrawal and s 
benefits of undiminished, 
uninterrupted, his 
the 


“Parkinson” 


ARTANE remains a 
| the experience of. 


“sustained, continuing control of 
rigidity and tremors, suppress 


of untoward effects. 


ARTANE 


Trihexyphenidyl HCI Lederie 
Supplied: Tablets, 2 
Elixir, 2 mg./5 
Dosage: 1 mg. first day, 
increased according to 
6-10 mg. daily 


3. Judah, L.: Murphree, 0., and Se Am. 
4. Pennington, V. M.: M. Times 87:1432 (Nov.) 1959. 


eNews from the State Chapters 


BIO-ASTRONAUTIC FLIGHTS and _ occupational 
health aspects of space operations were two of 


mane outstanding scientific presentations during 


Tennessee chapter’s 12th annual meeting in 
Nashville. 

Dr. Burton S. Shook and Col. Harry McClain, 
both from Redstone Arsenal, Ala., reviewed the 
Army’s progress to date on manned space flights 
and discussed the medical problems yet to be 
overcome. (See cut.) 

The scientific program, covering two days of 


Bane October 26-28 meeting, was declared one of 


the best ever held. Topics centered upon office 
Management of patients in the general practi- 


tioner’s care. 


In an election of officers, Dr. William A. 
Hensley, Jr. of Cookeville was named president- 
®lect succeeding Dr. John L. Armstrong of Som- 
Merville, the new president. Other new officers 
(see cut), include Dr. John T. Carter, Jr. of Ger- 
Mantown, vice president, and Dr. Wendell W. 
Wilson of Old Hickory, secretary-treasurer. Dr. 
Harmon L. Monroe of Erwin and Dr. Julian W. 
Welch, Jr. of Brownsville, were re-elected speaker 
and vice speaker, respectively, of the congress of 
delegates. 

Stepping down from his post as president of 
the chapter, Dr. Estill L. Caudill, Jr. of Eliza- 
Bethton, will now spend his spare time as editor 
of Tennessee chapter’s state publication. 

During the annual banquet festivities, held at 
the Hermitage Hotel, chapter members named 
their colleague, Dr. Harmon L. Monroe, the out- 
Sanding general practitioner of the year. (See 
eu.) Dr. Monroe has served as president of the 
Tennessee State Medical Association and the 
Tennessee chapter. His program for furnishing 
Hospital care to Tennessee’s indigent patients was 
adopted by the state legislature in 1953. 

Brig. Gen. Charles J. Timmes, who is attached 
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Tennessee Chapter Leaders—Officials attending Tennessee 
chapter’s 12th annual meeting are (left to right), Drs. Wendell 
W. Wilson, secretary-treasurer; John T. Carter, Jr., vice 
president; William A. Hensley, Jr., president-elect; Julian K. 
Welch, Jr., vice speaker of the congress of delegates; John 
L. Armstrong, president; Estill L. Caudill, immediate past 
president, and Harmon L. Monroe, speaker of the congress 
of delegates. 


Space Experts Speak—Colonel Harry McClain (left) and 
Dr. Burton S. Shook, Redstone Arsenal, discussed medical 
aspects of space operations during Tennessee chapter’s scien- 
tific meeting. 


Outstanding Practitioner—Dr. Arthur W. Green (right), a 
member of Tennessee chapter’s board of directors, presents 
Chapter Member Harmon L. Monroe with a plaque citing 
him as the outstanding practitioner of the year. 
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Honor First President—Dr. Michael S. Shea (fourth from 
left), who was Connecticut chapter’s first president, received 
the organization’s Distinguished Service Award during its 
ninth annual scientific symposium. Pictured with Dr. Shea 
are (left to right) Drs. D. Norman Markley, Connecticut 
chapter’s secretary who was recently chosen president-elect; 
Michael W. Palmieri and Richard Elgosin, past presidenis, 
and Rudolph A. Damiani, the 1959-1960 president of the 


original anti-atherosclerotic formula 
combining lipotropic factors with 
unsaturated fatty acids 
in convenient form... 
about 3% calories per cay 


Overflow Luncheon Crowd—Over 600 physicians and their 
guests crowded the Statler Hilton ballroom for Connecticut 
chapter’s annual luncheon. Rep. Eugene J. Keogh of New 


2. the 


factors stabilize function of the liver 


Connecticut Chapter Officials— Pictured during Connecticut 
chapter’s annual business meeting at the Waverly Inn m 
Cheshire were (left to right) Dr. James J. Murphy, secretary; 
Mrs. Murphy; Dr. Harold von Glahn, president; Mrs. von 
Glahn, and Dr. Rudolph A. Damiani, retiring president. In 
carrying out the theme—“‘South of the Border’’—over 250 
attended the affair attired in Latin American costumes. 
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_inbhypercholesterolemia 
the dietetic level — unsaturated fatty 
acids (safflower oil) help shift atherogen 
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to the 101st Airborne Division at Fort Campbell, 
Ky., gave the banquet address, entitled, ‘““Com- 
munism and the Cold War.” (See cut.) 

“The Future of the General Practitioner,’ was 
the subject of Dr. Julius Michaelson, Foley, Ala. 
Dr. Michaelson, a member of the AAGP Board 
of Directors, spoke during the scientific meetings. 
(See cut.) 

A fashion show, tour of Nashville and two 
luncheons entertained the ladies while their hus- 
bands attended the meetings. 
® Dr. Michael S. Shea of New Haven received 
Connecticut chapter’s first Distinguished Service 
Award during the chapter’s ninth annual scien- 
tific symposium in Hartford. (See cut, at left.) 
Dr. Shea, the organization’s first president, was 
a founder and leader in the development of the 
Connecticut chapter. 

A registration exceeding 1,100 for the scientific 
sessions represented an all-time record for the 
chapter. The October 20 meeting was held at 
Hartford’s Statler Hilton Hotel. 

Rep. Eugene H. Keogh of Brooklyn, N. Y. was 
the principal speaker during a luncheon held in 
the Hilton ballroom. Over 600 doctors and their 
guests attended. (See cut.) Representative Keogh, 
co-sponsor of a bill allowing self-employed per- 
sons to defer a portion of their income tax for a 
retirement fund, discussed ‘“‘A Physician’s Stake 
in the Keogh-Simpson Bill.” 

Connecticut’s Governor Abraham Ribicoff con- 
gratulated the chapter for the excellent program 
it sponsored and termed the annual seminar “‘one 
of the postgraduate programs proving most help- 
ful to the family physician.” He chose the period 
of October 16-22 as Connecticut’s official Family 
Doctor Week. 

During a subsequent business meeting, Novem- 
ber 13 in Cheshire, Dr. D. Norman Markley of 
Hartford was named president-elect of the chap- 
ter succeeding Dr. Harold D. von Glahn of Old 
Lyme who was installed as president. Dr. Peter J. 
Seafarello and Mr. Lee Isenberg, both of Hart- 
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Banquet Speaker—Brig. Gen. J. Timmes (left), principal 
speaker for the Tennessee chapter’s annual banquet, chats with 
Retiring President Estill L. Caudill. 


Guest Speaker from AAGP Board—Dr. Julius Michaelson 
of Foley, Ala. addresses the scientific assembly in a speech 
entitled, “The Future of the General Practitioner.” 
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to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency; antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 
Trichotine in the office and prescribe it for home irriga- 
The tion, and recommend it as well for postmenstrual and 


modern postcoital hygiene. 


detergent “SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 


TRICHOTINE 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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ford, remain in their posts of treasurer and exec- 
utive-secretary, respectively. Dr. James Murphy 
of Danbury is the new secretary. (See cut.) 

e A new attendance record was set by Louisiana 
chapter with a total of 300 persons registering for 
its 14th annual meeting in Lafayette. Over 175 
physicians attended the scientific sessions during 
the October 11-13 meeting. 

Dr. Floyd C. Bratt, president-elect of the 
AAGP, presided over the installation of new offi- 
cers. (See cut.) During the chapter’s annual din- 
ner-dance, the following officers were installed: 
Drs. E. B. Flake of Shreveport, president; B. M. 
Woodard of Lake Charles, president-elect; F. M. 
Brian of Alexandria, first vice president; E. M. 
Harrell of Lafayette, second vice president; F. I. 
Nicolle of New Orleans, secretary; R. G. Folse 


of Donaldsonville, treasurer; R. C. Sanchez of 
New Orleans, speaker, and J. G. McClure of 
Welsh, vice speaker. 


AAGP President-elect Presides—Dr. Floyd C. Bratt 
of Rochester, N.Y. presided over the installation of new 
Louisiana chapter officers during its annual meeting in 
Lafayette. Standing behind the speakers’ table (left to right), 
are Drs. R. C. Sanchez, speaker; S. I. Courtman and 
G. Abshire, board members; F. I. Nicolle, secretary; F. M. 
Brian, first vice president; B. M. Woodard, president-elect; 
Floyd C. Bratt; E. B. Flake, president; E. M. Harrell, second 
nee president, B. F. Mancuso and Eli Sorkow, board members. 
Seated left to right are Mrs. Courtman, Mrs. Bratt, Dr. J. W. 
Crookshank, Mrs. Harrell and Mrs. Flake. 
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The retiring president, Dr. J. W. Crookshank 
of Lake Charles, was master of ceremonies during 
the dinner-dance. 

Dr. and Mrs. Bratt, honored guests of the 

chapter, celebrated their 3lst wedding anni- 
versary while attending the meeting. 
@ San Francisco’s new Masonic Memorial Tem- 
ple atop Nob Hill was the setting for California 
chapter’s 12th annual meeting. Over 3,000 per- 
sons attended the October 16-19 session, setting 
a new attendance record. 

Dr. Burt L. Davis of Palo Alto was named 
president-elect during a meeting of the congress 
of delegates. Dr. Davis, who has been serving as 
speaker of the congress, succeeds Dr. Clarence 
T. Halburg of Redlands, the new president. 

Re-elected to their posts were Dr. J. Blair Pace 
of Oceanside, secretary, and Dr. John A. C. 
Leland of Berkeley, treasurer. Dr. Ralph L. 
Bennett of Los Angeles and Dr. Herbert A. 
Holden of San Leandro are the new speaker and 
vice speaker, respectively. 

Subjects of practical use to the general prac- 
titioner were covered by 20 nationally-known 
speakers. The keynote speaker, Dr. Harry F. 
Dietrich, an accident prevention specialist from 
Beverly Hills, had an accident and wasn’t able 
to appear. 

Dr. Leon O. Desimone, retiring California 
chapter president; Dr. John G. Walsh, president 
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Taste... the big difference! Now— 

from the makers of Ovaltine—for 

your weight-watching patients, comes 

a new 900 calorie food drink that 

actually tastes like something they'd 

enjoy at a soda fountain! For, new 

MINVITINE is the first delicious way 

to help patients lose weight while 

enjoying adequate nutrition. It’s a 

satisfying, well-balanced food that 

supplies the proteins necessary for 

anabolism and meets the essential 

vitamin and mineral requirements of 

the day. Mention MINVITINE to your 

weight-conscious patient. It controls 

calorie intake ... pleases the palate 

.. makes dieting easy-to-take, easy- 

to-stick-to. Three flavors: Rich Choc- 

Supplied in 8 oz. jars in handy olate, Savory Butterscotch, Real 
powder form. 3 complete diet Coffee. All produced under the same 4 packets of individual serv- 

meals plus a snack. high standards of quality and nutri- ings in handy powder form. 

tion as famous Ovaltine, the world’s 

most popular fortified food beverage. 

To enjoy the taste while controlling 

the weight 


"“MinVitine 
"YOVALTINE 


today’s delicious dietary for calorie control * 
Ovaltine Food Products, a division of The Wander Company - Villa Park, Illinois 
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of the AAGP, and Dr. Robert Alway, dean of 
Stanford University Medical School, were among 
the distinguished guest speakers during the 
meeting. 

The 1961 meeting will be held October 15-18 

in Los Angeles. 
e As an added attraction to North Dakota chap- 
ter’s annual meeting in Grand Forks, the Univer- 
sity of North Dakota School of Medicine spon- 
sored a one-day refresher course. Held on the first 
day of the November 17-19 meeting, the course 
emphasized laboratory procedures used by the 
general practitioner. 

Dr. Francis L. Land of Fort Wayne, Ind. was 
one of 13 guest speakers on the chapter’s own 
scientific program. Dr. Land, regional advisor of 
the AAGP Commission on Education, spoke on 
the relationship of the AAGP and the AMA. 

Other speakers on the scientific program were 
North Dakota Chapter President W. M. Buck- 
ingham of Elgin; Mr. Robert Valley, attorney, 
Grand Forks, N.D.; Dr. Harris Hanson of Bis- 
marek, N.D.; Dr. E. A. Haunz of Grand Forks; 
Dr. John Gillam of Fargo, N.D.; Dr. Charles 
Neumeister of Minneapolis; Dr. William A. Hud- 
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North Dakota Presidents—Dr. W. M. Buckingham (left), 
retiring president of the North Dakota chapter, congratulates 
Dr. Richard D. Nierling, the new president. 


Guest Speaker Hosted—Dr. William Hudson of Detroit 
(left), guest speaker during North Dakota chapter’s annual 
meeting, confers with two of his hosts, Dr. R. W. Henderson 
(center), delegate to the AAGP from Bismarck, N.D. and 
E. E. Greene, member from Westhope, N.D. 


Banquet Festivities—A gala evening was had by members of 
the North Dakota chapter during their annual banquet at the 
Dacotah Hotel. 
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BUT CTOR, 
CALCIUM 
REALLY 


YES ... and the importance of calcium 

is best observed in people who have always 
enjoyed sufficient amounts of milk. Shape... 
stature... locomotion . . . all are dependent 
upon the support given the body by the 
skeleton and its main constituent: calcium. 
Over 99% of this element in the body resides 
in the bones and teeth where it lends rigidity 
to these tissues and is stored for future needs. 
The remaining 1% serves several vital 
functions . . . in the clotting of blood, the 
activation of enzymes, and the transmission 
of nerve impulses to the heart 

and other organs. 


In some areas of the world, low calcium, 
phosphorus and vitamin D intakes combine 

to cause growth retardation and bone 
deformities. Calcium intake must be adequate, 
along with adequate phosphorus and 

vitamin D, to treat infantile rickets and adult 
osteomalacia. Milk and milk products .. . 
particularly those fortified with vitamin D 

... More than any other food group . . . have 
been responsible for the infrequent occurrence 
of these diseases in the United States. 


While growing animals are most susceptible 
to calcium deficiency, a low intake in mature 
animals can lead to osteomalacia... 

a disease ciiaracterized by decalcification and 
fragility of the bones. A deficiency in 
human adults is most likely to occur in 
women during pregnancy and lactation ... 
when failure to consume adequate amounts 
of calcium may cause bone depletion in 

the mother and in the child. 


Normal calcium metabolism is dependent 
upon several other factors, including 
phosphorus for bone salt formation... 
vitamin D and lactose for efficient calcium 
absorption . . . and protein for the synthesis of 
bone matrix. Thus calcium in the diet should 
be accompanied by all those nutrients 
necessary for its proper utilization. When 
milk is the source of calcium, these and other 
PLUS factors will also be provided. 


Milk and other dairy foods stand alone in 
their ability to provide calcium needed for all 
body processes in a form that is highly 
palatable, easily digested, and readily absorbed 
. .. and they also provide other nutrients 

that contribute to a balanced dietary 

and buoyant health. 

The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods 
and Nutrition of the American Medical Associa- 
tion and found consistent with current authoritative 
medical opinion. 


AVAILABLE ON REQUEST: 
Reprints of this series of messages on Calcium 
NEW CALORIE-RESTRICTED DIET SHEETS 


A non-profit KH (-:2}) Since 1915 promoting 
organization better health through 


nutrition research 
and education 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET ¢ CHICAGO 6, ILLINOIS 
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son of Detroit (see cut); Dr. Harold E. Miller of 
Minneapolis; Dr. E. G. Olmstead of Grand Forks; 
Dr. Gene Garrett of Bismarck; Dr. James 
Murray of Fargo, and Dr. Raymond Bieter of the 
University of Minnesota. 

Elected to office were: Drs. Duane Pile of 
Crosby, president-elect; Ralph Mahowald of 
Grank Forks, vice president; and John Swenson 
of Jamestown, secretary-treasurer. Dr. Richard 
D. Nierling of Jamestown succeeds Dr. W. M. 
Buckingham of Elgin as president (see cut). 

Following the annual banquet held in the 

Ranch Room of the Dacotah Hotel, North 
Dakota State Medical Association President 
C. M. Lund of Williston, delivered the principal 
address (see cut). 
@ Maine chapter’s 10th annual meeting on Octo- 
ber 29, divided between the Eastern Maine 
General Hospital in Bangor and the Penobscot 
Valley Country Club in Orono, included election 
of officers and a one-day scientific program. 

In office for the coming year will be (see cut), 
Dr. Sidney R. Branson of South Windham, 
president; Dr. Francis M. Dooley of Portland, 
vice president, and Dr. John D. Denison of 
Gardiner, secretary-treasurer. Dr. Linus J. Stit- 
oan of Dover-Foxcroft was named president- 
elect. 

The morning scientific session, a dermatology 
clinic, was held at the Eastern Maine General 
Hospital. Dr. Martyn A. Vickers, an allergist 
from Bangor, was in charge. 

Following a luncheon served at the Penobscot 
Valley Country Club, three scientific papers were 
presented. Guest speakers were Dr. Andrew 
Fergus of Bangor, ‘“Mental Disease in General 
Practice”; Dr. Claire Ryder of Washington, 
D.C., “Care of the Aged,” and Dr. William Hol- 
lander, Boston University Medical School, 
“Treatment of Vascular Disease.” 

An illustrated lecture on Dr. Ida Scudder and 
her medical work in Vellore, India, entertained 
the doctors’ wives in the afternoon. 
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e Dr. Howard Robinson of Detroit was named 
president-elect of the Michigan chapter during its 
14th annual meeting in Detroit. Dr. Robinson 
will be the sixth consecutive Michigan chapter 
president with a surname beginning with “R”’ 
and the third consecutive president with the first 
name Howard. 

Re-elected to office during the November 8-10 
meeting were Drs. E. Clarkson Long of Detroit, 
executive-secretary, and Lyle Korum of Detroit, 
treasurer. The new speaker and vice speaker of 
the congress of delegates are Dr. A. Carl Stander 
of Saginaw, and Dr. Lee E. Feldkamp of Plym- 
outh, respectively. Dr. C. Howard Ross of Ann 
Arbor was inducted into office as president suc- 
ceeding Dr. Howard C. Rees of Detroit, who was 
named an alternate delegate to the AAGP. 


Maine Chapter Elects—Elected during Maine chapter’s 
October 29 annual meeting were (seated left to right), 
Dr. Linus J. Stitham, president-elect; Dr. Sidney R. Branson, 
president, and Dr. Francis M. Dooley, vice president. Stand- 
ing, left to right, are Dr. John D. Denison, secretary-treasurer, 
and Dr. John J. Pearson, program chairman. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobomate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i WALLACE LABORATORIES / Cranbury, N. J. 


om-2058 @TRADE- MARK 
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“around the World in 80 Minutes”—Carrying out the 
theme of ‘“‘Around-the-World-in-80-Minutes”” are members 
and guests attending Michigan chapter’s annual banquet in 
Detroit’s Sheraton-Cadillac Hotel. The banquet was held 
during Michigan chapter's 14th annual meeting. 


Thirty-two guest speakers from 17 different 
states participated in the scientific program, 
which was held at the Sheraton-Cadillac Hotel 
in Detroit. 

The program, presented by means of panels 
and symposia, covered new therapy, medical 
management problems, edema, circulatory and 
renal disorders, infections, nervous disorders, 
psychiatry, alcoholism, and general medicine. 
Among the outstanding speakers were Drs. Mor- 
ton Fuchs of Philadelphia, Max A. Weil of Los 
Angeles, Arnold P. Friedman and Melvin Yahr 
of New York, Milton H. Erickson of Phoenix, 
Harold B. Houser, and Clarence Cook Little of 
Bar Harbor, Me. 

The annual banquet featured a floor show of 
songs and dances from foreign nations. Two hun- 
dred and eighty assorted hats, typical of the ma- 
jor nations, were worn by members and guests to 
carry out the theme of “‘Around-the-World-in- 
80-Minutes.”’ 
® The Grand Ballroom of the Morrison Hotel in 
Chicago was the setting for Illinois chapter’s 13th 
annual meeting. 
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Elected to office during the September 26-29 
meeting were Drs. Maynard Shapiro of Chicago, 
president-elect, and Harry Nesmith of Salem, 
vice president. Dr. J. G. Gustafson of Moline is 
the new president. 

The scientific portion of the program opened on 
September 27 with an address of welcome by 
Illinois chapter President John C. Smith. Drs. 
Charles W. Mayo, Rochester, Minn.; James K. 
Martins, Eau Claire, Wis.; J. G. Probstein, St. 
Louis, and Henry Turkel, Detroit, delivered the 
afternoon lectures. 

The following day’s schedule of speakers in- 
cluded Drs. Richard M. Oliver, Chicago; William 
F. Sheeley, Washington, D.C.; H. V. Kuder, 
Indianapolis; Leo M. Zimmerman, Chicago; 
Robert Allison, Warrenville, Ill.; George Bor- 
denave, Geneva, IIl.; Eugene E. Cliffton, New 
York City; Keith S. Henley, Ann Arbor; Fred E. 
Lawrence, Indianapolis, and Paul R. Kearns, 
Statesville, N.C. 

Concluding the four-day meeting were Drs. 
Manuel E. Lichtenstein, Chicago; Joseph Toma- 
shefski, Columbus; Arthur Olson, Rochester, 
Minn., and John H. Seabury, New Orleans. 

A special dinner dance and show was held for 
the doctors Wednesday night. Entertainment 
was provided by Benny Sharp’s Orchestra and 
included variety acts. 
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relieve pain with precisely 
_ the right degree of analgesia 


control moderate to Severe Pal-empirin compound and ‘Empirin’ 
Compound with Codeine Phosphate products provide pinpoint control, anywhere along the pain 
scale, for all intensities up to that which requires morphine — without narcotic excess. For effective 


= analgesic, antipyretic and antitussive action, prescribe the ‘Empirin’ Compound that suits your 
ba purpose best. 

4 ‘Tabloid’ ‘Tabloid’ 

SEMPIRIN’ COMPOUND’ | ‘EMPIRIN’ COMPOUND with 

«2% | CODEINE PHOSPHATE’ 

4 gr. % | No.1—Codeine Phosphate .............. gr. % 
No. 2— Codeine Phosphate .............. gr. % 
as No. 3 — Codeine Phosphate .............. gr. % 
:. No. 4 — Codeine Phosphate .............. gr.1 

3 *Subject to Federal Narcotic Regulations. 

4 BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Assembly News 


THE ACADEMY’s reputation for settling for 
nothing short of the best in Assembly talent is 
fully borne out with the opening speaker Wed- 
nesday morning, April 19, on the 1961 program. 
Recognized as an authority without peers in the 
field of endocrine therapy, Dr. Edward H. Ry- 
nearson was the logical choice to discuss: ““What 
Price Hormones.” 

A doctor of science, as well as of medicine, Dr. 
Rynearson is chairman of the Section on Meta- 
bolic Diseases at Mayo Clinic and professor of 
medicine, Mayo Foundation for Medical Educa- 
tion and Research, Medical Graduate School, 
University of Minnesota. He is past president of 
the Endocrine Society and is well known through- 
out the profession for his many contributions to 
the literature. His fame as a stimulating, cour- 
ageous platform speaker is equally widespread. 

Dr. Rynearson proposes to shake up any pro- 
fessional complacencies regarding the role of the 
hormone in present day medical practice—in- 
cluding the extracts of thyroid, parathyroid, pan- 
creas, adrenals and gonads. Caution in the ad- 
ministration of androgens and progesterones to 
the pregnant female 
(with potentiality of 
female pseudoherma- 
phroditism) will be 
emphasized, together 
with a review of the 
clinical disturbances 
sometimes caused by 
the steroids of the 
adrenal cortex. The 
value of many of 
these new drugs will 
be acknowledged, 
but the speaker will 
—will caution on the use remind physicians 
of horinones, that “every advance 


Edward H. Rynearson, 
M.D. 
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Wednesday Program Offers Wide Subject Range, Outstanding Speakers 


in therapy carries a caution, for every substance 
of useful activity may produce undesirable, as 
well as desirable effects.” 


Importance of the Physical 


Number two on the Wednesday Hit Parade 
will be Dr. Louis Krause, professor of clinical 
medicine at University of Maryland (his alma 
mater, class of 1917), and chief of the medical 
staff at Lutheran Hospital in Baltimore. Dr. 
Krause is also consultant to the VA Hospital, Ft. 
Howard, Md., and a member of the Maryland 
Commission on Aging and of the Society of 
Oriental Research. 

Recognizing the importance of a comprehen- 
sive physical as a discipline of medical practice— 
and remembering the minimal attention given 
the subject in undergraduate teaching—this 
lecture may well be one of the most important in 
the entire four days. Dr. Krause points out that 
diagnosis can be made on 50 per cent of the pa- 
tients by history alone. Another 25 to 30 per cent 
can be accurately diagnosed by history plus 
physical examina- 
tion. Thus, by care- 
fully following the 
enumerated steps for 
taking a comprehen- 
sive history and mak- 
ing a thorough phys- 
ical, the need for a 
battery of laboratory 
procedures can be 
materially reduced— 
with proportionate 
greater benefit to the 
patient, both profes- 
sionally and econom- 


Louis A. M. Krause, M.D. 
—comprehensive history 
anda thorough physical are 
ically. invaluable diagnostic aids. 
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Assembly News 


Cardiacs and Exercise 

One is tempted to say that the third speaker 
of the day has been preparing his lecture for the 
past 10 or 20 years. The subject is: “Effects of 
Exercise on Cardiacs.’’ The speaker—Dr. Her- 
man K. Hellerstein is assistant professor of medi- 
cine at Western Reserve, consulting cardiologist 
to the T.B. unit of Benjamin Rose Hospital, and 
—since 1950—director of the Work Classification 
Clinic of the Cleveland Heart Society. 

He is also vice president of the Committee on 
Social Cardiology, International Society of Car- 
diology and a member of the Rehabilitation 
Committee of the American Heart Association. 
He was honored four times during nearly four 
years of E.T.O. war service, has made nearly 100 
contributions to the professional literature, and is 
a dynamic lecturer. 

Dr. Hellerstein will outline the response of 
cardiacs to work, exercise, training and emo- 
tional stresses, based on extensive studies in such 
diversified environments as a modern factory, a 
steel mill, a television station, and—appropri- 
ately to our audience—a_ surgical operat- 
ing room. Observa- 
tions included energy 
expenditure, pulmo- 
nary reaction, pulse 
rate, EKG and fat 
mobilization. Based 
on these studies, he 
will emphasize the 
importance of evalu- 
ating emotional as 
well as physical 
stresses to which the 
heart patient may be 
subjected, and de- 
scribe methods of 


Herman K. Hellerstein, 
M.D. 


—remember to evaluate 


emotional as well as phy- 
Bical stresses on the heart 
Patient. 
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modifying exercise 
tolerance, by graded, 
supervised exercise. 


George T. Harrell, M.D. 


—there are dangers of undetected 
intracellular alterations. 


The Dropsy Problem 


The final morning speaker is well known to 
many of our readers as a professional author (160 
papers), as an authoritative researcher in infec- 
tious diseases, and as a lecturer whose presenta- 
tions are brilliant and audience-oriented. Dr. 
George T. Harrell, Jr., is (since 1954) dean of the 
College of Medicine at University of Florida, but 
will also be remembered for some 14 years on the 
faculty at Bowman Gray. His roll of honors, too 
long to permit listing here, includes erudite soci- 
eties, several editorships, a long list of elective 
offices and important committee appointments. 
In addition, he holds the rare distinction of being 
a native son of Washington, D.C. 

Dr. Harrell, having been invited to lecture on 
“Dropsy,”’ has appropriately subtitled his talk: 
“Cellular Changes of Sodium and Potassium in 
Man.” Methods of determining Na and K blood 
concentration and the physiologic role of the two 
elements will be reviewed as a preliminary to the 
clinical discussion. Dangers of undetected intra- 
cellular alterations will be pointed out, together 
with the effect of such alterations on cell func- 
tion and acid-base balance. 

Therapies will be presented to correct such 
physiologic abnormalities as improper intake or 
mechanical interference—as with increased ve- 
nous pressure in congestive failure, or loss in physi- 
cal binding power with lowered serum albumin— 
that may permit interstitial fluid increase that 
may be Na-retained as edema or dropsy. This 
should be one of the real “‘take-home pay”’ lec- 
tures of the 1961 Assembly. 


“Can You Diagnose Cancer?” 


Wednesday afternoon will be devoted to can- 
cer and dermatology, so the opening lecture asks 
the logical question: “Can You Diagnose Can- 
cer?” To present this subject, the committee 
unanimously turned to Dr. Emerson Day, pro- 
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trouble-free 
for the 
hypertensive patient 


2 mg. 


worry-free 


2 tablets 


i for the at bedtime 
physician 


Eight years of continuous use...some 600,000,000 
patient-days of effective, safe therapy with RAUWILOID 
...prove enduring patient-acceptance and physician- 
satisfaction... without any revisions of claims, changes of 
dosage, or additional side actions encountered. 


RAUWILOID 
is an original development of 


Northridge, California 
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Assembly News 


fessor of preventive 
medicine at Cornell 
Medical College and 
chief of the Division 
of Preventive Med- 
icine at Sloan-Ket- 
tering Institute. Dr. 
Day is also director 
of Strang Cancer Pre- 
vention Clinic (since 
1950), a member of 
the Damon Runyon 
Scientific Advisory 
Committee and a di- 
rector of Health Re- 
search Foundation. His list of half-a-hundred 
scientific articles deals largely with the cytology 
and detection of cancer. 

Recalling that over 70,000 of the annual cancer 
deaths probably could be prevented by early 
diagnosis and prompt treatment (without any 
advance over present diagnostic tools, therapies, 
or knowledge) Dr. Day will emphasize the essen- 
tiality of alert suspicion (contrasted to defeatist 
panic) on the part of both patient and physician. 
A systematic office examination for cancer will 
be outlined and the procedures of major im- 
portance (including several simple examining 
aids) reviewed in detail. Included in the essential 
examination areas will be the female breast and 
pelvis, the head and neck area and the rectum- 
colon. The role of cytology and biopsy in office 
practice will be stressed. 


Emerson Day, M.D. 
—alert suspicion essential 
in detecting cancer. 


Nonsurgical Treatment of Cancer 


A second representative of Cornell Medical 
College and Sloan-Kettering Institute in this un- 
labeled “cancer symposium” is: Dr. David A. 
Karnofsky, who is associate professor at Cornell 
and an associate at the Institute. In addition, he 
is co-chief of the chemotherapy service at Memo- 
rial and James Ewing Hospitals and associate 
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visiting physician at 
Bellevue Hospital 
Center. Other af- 


David Karnofsky, M.D. 
—four steps to follow in 
nonsurgical treatment of 
cancer. 


filiations include the 

U.S.P. Revision 

Committee, the Endocrine Society, the American 
Association for Cancer Research, the American 
Society for Pharmacology and Experimental 
Therapeutics, and numerous others. 

Dr. Karnofsky will discuss the “Non-Surgical 
Treatment of Cancer’—i.e.; the patient with 
nonresectable, widespread or advanced cancer. 
Management of such conditions breaks down into 
four steps: (1) Diagnostic procedures to deter- 
mine the type of neoplasm, its extent, and func- 
tional disturbances related to its growth; (2) ir- 
radiative therapies to control growth and relieve 
symptoms; (8) chemotherapeutic agents, where 
applicable; and (4) supportive measures to sus- 
tain the patient in optimal comfort. All these 
steps will be outlined with particular attention to 
some of the more effective chemical agents. 


Living with Cancer 

Number three in the “neoplastic trilogy”’ is the 
Academy’s own Malcom Phelps of El] Reno, Okla- 
homa—past presi- 
dent of the Academy, 
director of a highly 
successful clinic, 
delegate to the AMA, 
expert pilot, and one- 
time breeder of fine 
horses. His reputa- 
tion as an excellent 
physician and sur- 
geon is equalled only 
by his status as a 
convention speaker 
and his reputation as 
one of the top bull- 
dog show judges of 


Malcom Phelps, M.D. 


—no uniform approaches 
in informing patient and 
family of cancer. 
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relieves pain, 
muscle spasm, 


nervous tension 
rapid action « non-narcotic + economical 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 
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G 
Fiorinal Tablets — Each tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.),. 
caffeine 40 mg. (% gr.) , acetylsalicylic acid 200 mg. (3 gr.) , acetophenetidin 130 mg. (2 gr.). ‘ 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. SANDOZ 
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the nation—his Maxmal Kennels are known to 
lovers of the breed from coast to coast. Dr. 
Phelps is a member of the Advisory Committee 
on Dependent Care, Department of Defense, 
and of the Medical Advisory Board of HOPE. 
He has also served as special consultant to the 
Surgeon General, U.S. Army. 

Dr. Phelps will speak on “Living With Can- 
cer”—not in the subjective sense, although he 
has had some personal experience with this 
pathology—but from the viewpoint of the physi- 
¢ian who must inform patient and family that a 
malignancy exists—even that it is inoperable. He 
will caution against precipitous announcements 
and suggest ways of offering hope where any rea- 
sonable measure of hope exists. The proper time 
for frank disclosures will be discussed, as well 
as the avenues of sympathy and compassion 
through which both patient and relatives may be 
guided to a calm acceptance of the verdict and a 
courageous adjustment to the inevitable. It will 
be emphasized that there are no uniform ap- 
proaches—no hard and fast techniques. Nowhere 
else in medicine is the philosophy of the general 
practitioner so essential. 


Office Dermatology 


The final hour of the afternoon will be devoted 
to dermatology—the initial presentation being 
“Dermatology in Your Office,” by Dr. Leon 
Goldman, professor of dermatology at the Uni- 
versity of Cincinnati. Dr. Goldman is also direc- 
tor of dermatology at both Cincinnati General 
and Cincinnati Children’s Hospitals, and a val- 
ued member of the GP Editorial Advisory Board. 
His many society memberships include the So- 
ciety for Investigative Dermatology, the Ameri- 
can Academy of Dermatology and Syphilology, 
and the Royal Society of Tropical Medicine and 
Hygiene. 

It is planned that this presentation (and the 
one to follow) will be made through the medium 
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Leon Goldman, M.D. 
of Eidophor color 
television (as used for use of medicaments in 
the psychiatric in- dermatology cases. 
terviews at the 1960 
Assembly) and that 
Dr. Goldman will be able to demonstrate on live 
patients the appearance of common dermatologic 
lesions and the steps essential to diagnosing 
them. 

Simple therapeutic procedures applicable to 
each patient will be described, with em, Lasis on 
the minimal use of medicaments. If dermatologic 
demonstrations in the past have left you disap- 
pointed because you couldn’t see what the lec- 
turer was talking about, this will be a real treat, 
as you will be able to study each lesion blown up 
in full, true color on a 25-foot screen. 


Skin Tumors 

The final lecture, also to be presented via 
Eidophor, will deal with ““Tumors of the Skin’”’ 
and will be given by Dr. Richard D. Brasfield, 
New York City. Dr. Brasfield is the third rep- 
resentative during the afternoon of Cornell 
Medical School (where he instructs in surgery) 
and Sloan-Kettering Institute (where he holds a 
staff position). He is also attached to the gastric 
and mixed tumor 
services at Memorial 
and James Ewing 
Hospitals. He holds 
the General Pershing 
Medal (1940) and has 
been awarded fellow- 
ships in London, 
Manchester, Edin- 
burgh, Copenhagen 
and Stockholm. 

Dr. Brasfield 
points out that, al- 
though the skin is the 
most common site for 


Richard D. Brasfield, M.D. 


—diagnosis of skin can- 
cer is often prolonged. 
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Assembly News 


cancer development and the easiest location for 
observation, delay in diagnosis is often prolonged. 
Despite a list of literally hundreds of known 
dermatologic carcinogens, by far the most com- 
mon are sunlight, x-ray, chronic skin diseases 
and chemicals. The role of each of these will be 
discussed. The 20-to-40-year latency period will 
be emphasized and wider public dissemination 
of this information urged. Certain precancerous 
lesions such as leukoplakia, keratoses and junc- 
tional nevi will be presented for diagnostic ap- 
praisal and an aggressive treatment for invasive 
cancer outlined. 


Franklin J. Evans, M.D. 
Dr. Evans, an Academy 
member from Coral Gables, 
Fla., is the chairman of the 
Local Arrangements Com- 
mittee for the Assembly, 
April 17-20, in Miami 
Beach. A seasoned perform- 
er at Assemblies, Dr. Evans, 
who is also a lawyer, was 
one of the four Doctor-Pa- 
tient panelists for last year’s 
scientific program opener 
in Philadelphia. 


Mrs. Walter T. Glenn, Jr. 


Mrs. Glenn, wife of Acad- 
emy Member Glenn of Fort 
Lauderdale, Fla., heads the 
Ladies’ Entertainment Com- 
mittee for the Miami Beach 
Assembly. A veteran in 
planning Florida entertain- 
ment, Mrs. Glenn promises 
an outstanding schedule of 
activities, timed so that the 
guests will have an oppor- 
tunity to take advantage of 
the Florida sunshine. 


208 


IN BRIEF \_ 


ATARAXOID contains the glucocorticoid prednisolone and 
the ataractic agent, hydroxyzine. 


ADVANTAGES: ATARAXOID combines the tension-reliey ing 
effects of hydroxyzine with the anti-inflammatory action 
of prednisolone, a well-established corticosteroid, for 
superior control of the signs and symptoms of rheuma- 
toid arthritis without unexpected side effects. An impor- 
tant result of the therapeutic effects of ATARAXOID js 
noted by Warter*: “In addition it was possible in many 
cases for the first time to gain the active cooperation of 
patients in the management of their disease.” 


INDICATIONS: Rheumatoid arthritis; other collagen dis- 
eases and related conditions; other musculoskeletal dis- 
orders (myositis, fibrositis, bursitis, etc.) ; allergic states, 
including chronic bronchial asthma and severe hay 
fever; and allergic/inflammatory diseases of the skin 
and eyes. 


ADMINISTRATION AND DOSAGE: ATARAXOID dosage varies 
with individual response. Clinical experience sug- 
gests the following daily dosage: Initial therapy—4-6 
ATARAXOID 5.0 Tablets. Maintenance—1-4 aATARAXOI 5.0 
Tablets or 2-8 aTaraxoiD 2.5 Tablets. After initial sup- 
pressive therapy, gradual reduction of prednisolone dos- 
age should begin and continue until the smallest effective 
dose is reached. Prescribe in divided doses, after meals 
and at bedtime. 


SIDE EFFECTS: Prednisolone may produce all of the side 
effects common to other corticosteroids. As with other 
corticosteroids, insomnia, mild hirsutism, moonface and 
sodium retention have occurred. Osteoporosis may de- 
velop after long-term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual cortico- 
steroid precautions should be observed. Incidence of 
peptic ulcer may increase on long-term prednisolone 
therapy. However, therapy has often been maintained 
for long periods without adverse effects. Contraindicated 
in infectious disease including active tuberculosis (ex- 
cept under close supervision), peptic ulcer, certain 
infections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratoconjunc- 
tivitis, and in patients with emotional instability. Cau- 
tion is indicated in the treatment of diabetic patients and 
tients with severe cardiovascular disease, and in some 
cases sodium restriction and potassium supplementation 
must be considered. 
SUPPLIED: As green, scored ATARAXOID 5.0 Tablets, con- 
taining 5 mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride and blue, scored ATARAXxoID 2.5 Tablets, 
containing 2.5 mg. prednisolone and 10 mg. hydroxy- 
zine hydrochloride. 
More detailed professional information available on 
request. 


*Warter, P. J.: Prednisolone-hydroxyzine combination in rheu 
matoid arthritis, J. M. Soc. New Jersey 54:7, 1957. 


Science for the world’s well-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc: Brooklyn 6, New York 
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bottles of 100. Each tablet contains 25 mg. 
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weight gain, breast fullness, abdominal congestion 
MERCK SHARP & DOHME 


for supplies 
the effective relief of meprobamate for nervous- 


ness, irritability, tension, nausea, malaise, insomnia 
acting relief of nausea and bloating associated 


with premenstrual tension 


uing until the onset of menses. CYCLEX may be continued 


of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
day, beginning on the first morning of symptoms and contin- 
through the menstrual period. 


diuresis of HYDRODIURIL for rapid reduction of 
for GI DISTRESS ...CYCLEX affords quick- 


for EDEMA ...CYCLEX provides the prompt 


Before prescribing or administering CYCLEX, the physician sho 
detailed information on use accompanying package or available 
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Assembly News 


Few Reservations Left for Academy’s 
Post-Assembly Congress and Cruise 


PLANS ARE in full sway for the 1961 Post-As- 
sembly Invitational Scientific Congress. The Lee 
Kirkland Travel Organization advises that space 
is still available for the 11-day cruise (April 21-— 
May 2) on board the M.S. Franca C, luxurious 
cruise ship on which the Academy will hold its 
shipboard meeting immediately following the 
Miami Beach Assembly. 

The Academy’s Committee on Invitational 
Scientific Congress has prepared an excellent 
program which will provide Category I study 
credit for members. 

Ports of call include San Juan, Puerto Rico, 
where a joint meeting will be held with the 
Puerto Rico chapter. In connection with the 
meeting a reception and banquet are scheduled 
at the San Juan Intercontinental Hotel, one of 
the Island’s finest. 

Leaving San Juan, stops will be made at Mar- 
tinique, French possession known as the “Queen 
of the Antilles”; Nassau, ruled by an appointee 
of the British Crown, and St. Thomas, one of the 
United States’ Virgin Isles. 

A flavor of old world charm is imparted 
through the varied and interesting shore ex- 
cursions that are being offered. Typical customs 
and habits, storied landmarks and the friendly 
islanders themselves will make each visit ashore 
a memorable experience. 

Members taking the cruise will enjoy out- 

standing cuisine, excellent service and exciting 
shipboard activities, combined with entertain- 
ment and evening “social hours” to add even 
further to the carefree atmosphere aboard the 
Franca C. 
Persons are asked to make their reservations 
immediately, while there is still space available. 
Contact the Lee Kirkland Travel Organization, 
1231 Baltimore Avenue, Kansas City 5, Mo. for 
full particulars. 
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Shipboard Speakers—Two of the Assembly speakers in 
Miami Beach, Dr. E. H. Rynearson (left) and Dr. Jacob A. 
Glassman (right) will headline the program for the Invitational 
Scientific Congress after April 21 aboard the Franca C. 
Several Academy members will also participate in the four- 
day shipboard meeting. 


Puerto Rican Hospitality—A reception and dinner will be 
held here at El San Juan Intercontinental Hotel for Invi- 
tational Scientific Congress registrants and members of the 
Puerto Rico chapter who will hold a joint meeting during a 
port of call in San Juan. 


® 
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Assembly News 


Official Call 
for the Annual Meeting 


NOTICE is hereby given of the Thirteenth An- 
nual Scientific Assembly of the American Acad- 
emy of General Practice to be held in the City of 
Miami Beach, Florida, April 17 to 20, 1961, at 
Convention Hall. 

Pursuant to Article V of the Constitution of 
the American Academy of General Practice, the 
regular annual meeting of its Congress of Dele- 
gates will be held at 2:00 p.m. on April 15, 1961, 
in the Cafe Pompeii of the Eden Roc Hotel in 
Miami Beach, to receive and act upon the re- 
ports of officers and committees, to elect officers, 
and to transmit any and all other business that 
may be placed before the Congress of Delegates. 

All delegates are requested to present their 
credentials to the Committee on Credentials in 
the center lobby of the Eden Roc Hotel between 
the hours of 9:00 A.M. and 12:00 noon, on Satur- 
day, April 15. Dr. Carroll Witten, Speaker of the 
Congress of Delegates, will announce the Com- 
mittee on Credentials and the reference commit- 
tees prior to the opening session of the Congress 
of Delegates. ' 

Members who arrive in Miami Beach early 
may register at Convention Hall between the 
hours of 10:00 A.M. and 5:00 P.M. on Sunday, 
April 16. Registration will be resumed at Con- 
vention Hall at 8:30 a.m. on Monday, April 17. 


_Mac F. CAnAL, Executive Director 


(Proposed amendmenis to the Constitution and By- 
Laws will be published in the March issue of GP.) 
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Scientific Lecture Program 


APRIL 17-20, MIAMI BEACH, FLORIDA 


Hour monpay April 17 


9:00-9:30 A.M. REGISTRATION 


BEGINS 8:30 A.M. 


9:30-10:00 A.M. OPENING OF SCIENTIFIC 
AND TECHNICAL EXHIBITS 
.... 9:00 A.M. 
10:00—11:00 A.M. 
11:00-11:30 
11:30-12:00 A.M A 
OPENING OF PROGRAM 
12:00-1:30 P.M. 1:00 P.M. 
1:30-2:00 P.M. Economics of Medicine, Today 
and Tomorrow 
J. S. DETAR, M.D., 
Moderator 
EpwIN VINCENT ASKEY, M.D. 
Mr. HowarpD HASSARD 
ie Mr. WALTER P. REUTHER 
2:30-3:00 P.M. Mr. RoGER FLEMING 
Mr. CONRAD COOPER 
3:00-4:00 P.M RECESS FOR EXHIBITS 
4:00-4:30 P.M. Economies of Medicine 
Panel Discussion 
4:30-5:00 P.M. 
Evening DELEGATES’ DINNER 
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eat ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


+ April 18 


WEDNESDAY April 19 


THURSDAY + April 20 


So-Called “Simple Hernia”’ 
J. A. GLASSMAN, M.D. 


What Price Hormones 
EDWARD H. RYNEARSON, M.D. 


yed Sequelae of Upper G.I. Surgery 
ALTON OCHSNER, M.D. 


uma of Extremities 

BERNARD P. HARPOLE, M.D., 
Moderator 

Lenox D. BAKER, M.D. 

ARNOLD GRISWOLD, M.D. 


Physical Diagnosis 
Louis A. M. KRAUSE, M.D. 


RECESS FOR EXHIBITS 


Effects of Exercise on Cardiacs 
HERMAN K. HELLERSTEIN, M.D. 


Dropsy 
GEORGE T. HARRELL, JR., M.D. 


poor 


t to Do About Vaginitis 
WILLIAM F. GUERRIERO, M.D. 


NOON RECESS 


Can You Diagnose Cancer? 
EMERSON Day, M.D. 


Female Hormones 
RoBert B. GREENBLATT, M.D. 


Nonsurgical Treatment of Cancer 
Davip A. KARNOFSKY, M.D. 


FOR EXHIBITS 


mergencies in the First Stage of Labor 
DENIS CAVANAGH, M.D. 


Living with Cancer 
MALCOM PHELPS, M.D. 


RECESS FOR EXHIBITS 


Dermatology in Your Office 
LEON GOLDMAN, M.D. 


Compr. THomas B. LEBHERZ, MC, USN 


ATE CHAP?ER FUNCTIONS 


‘Tumors of the Skin 


RICHARD D. BRASFIELD, M.D. 


PRESIDENT’S RECEPTION 


Common Ear Problems 
LESTER A. BROWN, M.D. 


Surgery of the Nasopharynx 
FREDERICK T. HILL, M.D. 


RECESS FOR EXHIBITS 


Adolescence: Its Perspectives and 
Problems 
GoopRICH C. SCHAUFFLER, M.D., 
Moderator 
GEORGE A. CONSTANT, M.D. 
EDWARD M. LITIN, M.D. 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS CLOSE 
12:30 P.M. 


February 1961 


ISADORE DYER, M.D. ; 
CESS 
Radiation and Pregnancy 
213 
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Schedule of Events 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI BEACH, FLORIDA 


Day and Date Time Event Place 
Friday, April 14 9:00 A.M. Board of Directors Meeting Eden Roc 
8:00 P.M. Nominating Committee Eden Roc 
Saturday, April 15 7:30 A.M. Reference Committee Chairmen Breakfast § Eden Roc 
8:00 A.M. Nominating Committee Breakfast Eden Roc 
9:00 A.M. Rules Committee Eden Roc 
9:00 A.M. Nominating Committee Hearings Eden Roc 
9:00 A.M. Delegates’ Registration Eden Roc 
9:00 A.M. Ladies’ Registration and Hospitality Eden Roc 
12:15 P.M. Joint Luncheon Meeting: Board, Eden Roc 
Local Arrangements Subcommittee 
Chairmen, Scientific Assembly Committee 
2:00 P.M. Congress of Delegates Convenes Eden Roc 
5:30 P.M. Three Reference Committee Meetings Eden Roc 
Sunday, April 16 7:30 A.M. Committee on Scientific Assembly Eden Roe 
Breakfast 
8:00 A.M. Three Reference Committee Meetings Fontainebleau 
9:00 A.M. Ladies’ Registration and Hospitality Eden Roc 
10:00 A.M. Exhibitor Registration Convention Hall 
10:00 A.M. General Registration Convention Hall 
2:00 P.M. Congress of Delegates Eden Roc 
5:30 P.M. Three Reference Committee Meetings Eden Roc 
5:30 P.M. Three Reference Committee Meetings Fontainebleau 
Monday, April 17 7:30 A.M. Committee on Scientific Assembly Eden Roc 
Breakfast 
8:30 A.M. General Registration Convention Hall 
8:30 A.M. Three Reference Committee Meetings Fontainebleau 
9:00 A.M. Congress of Delegates Eden Roc 
9:00 A.M. Ladies’ Registration Eden Roc 
(Continued on next page) 
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Schedule of Events (Continued from preceding page) 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI BEACH, FLORIDA 


Day and Date Time Event Place 
Monday, April17 12:00 NOON Congress Recesses 
(continued) 1:00 P.M. Scientific Assembly Convenes Convention Hall 
3:00 P.M. Headquarters Building } 
Mortgage-Burning Ceremony Convention Hall 
6:30 P.M. Delegates’ Dinner and Dance Eden Roc 
Tuesday, April 18 8:30 A.M. General Registration Convention Hall 
9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Eden Roc 
12:00 Noon _ Ladies’ Luncheon Eden Roc 
12:00 Noon ~~ Children’s Lunch and Party Eden Roc 
3:00 P.M. Mead Johnson Awards Convention Hall 
3:00 P.M. AAGP Foundation Trustees Eden Roc 
EVENING State Chapter Functions 
Wednesday, April 19 8:30 A.M. General Registration Convention Hall 
9:00 A.M. Scientific Assembly Convention Hall 
9:00 A.M. Ladies’ Registration Eden Roc 
3:00 P.M. Ladies’ Tea and Fashion Show Fontainebleau 
3:00 P.M. Ross Awards Convention Hall 
7:00 P.M. Merck Sharp & Dohme Telecast 
8:00 P.M. Inauguration Ceremony Eden Roc 
9:00 P.M. President’s Reception and Ball Eden Roc 
Thursday, April 20 8:30 A.M. General Registration Convention Hall 
12:00 NOON Assembly Closes Convention Hall 
12:30 P.M. Board of Directors Meeting Eden Roc 
Friday, April 21 3:00 P.M.: Departure for Invitational Scientific 
Congress Aboard “Franca C”’ on 
Caribbean Cruise 
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Annual Scientific Assembly 


The American Academy of General Practice gu 


APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names cf all occupants of 
room. 


The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 


216 


2:00 p.m., Saturday, April 15, at - the 
Eden Roc Hotel. 

Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 


1:00 p.m., Monday, April 17. honed 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 

CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all persons 
who will occupy rooms requested MUST be 
included. 
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Single Twin Suite 
1. Algiers 12.00 14.00-16.00 $2.00- 48.00 
2. Atlantis 7.00 8.00-10.00 
3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8.00-10.00 
5. Casablanca 9.00 11.00 
6. Crown 10.00 12.00-14.00 25.00- 45.00 
7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00 16.00-18.00 
9. Delano 8.00-10.00 10.00-14.00 
10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
11. Eden Roc 14.00-16.00 18.00-20.00 25.00- 74.00 
(Headquarters Hotel—No Rooms Available) 
12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00 12.00- 14.00 
14. Fontainebleau 16.00-22.00 16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
16. Montmartre 12.00 14.00-18.00 
17. National 10.00 22.00 
18. Nautilus 9.00 10.00 14.00- 22.00 
19. President Madison 8.00 10.00 20.00 
20. Prince Michael 7.00 9.00 
21. Promenade 7.00 9.00 18.00 
22. Raleigh 8.00 10.00 
23. Rendale 5.00 6.00 12.00- 14.00 
24. Richmond 8.00 8.00 
25. Robert Richter 10.00 
26. Roney Plaza 10.00-14.00 12.00-16.00 30.00- 60.00 
27. Sagamore 10.00 12.00 18.00 
28. San Marino 8.00 10.00-12.00 24.00 
29. Sans Souci 12.00 12.00 
30. Saxony 12.00-16.00 12.00-16.00 30.00 
$1. Sea Gull 8.00 10.00-14.00 
32. Sea Isle 10.00 12.00-16.00 
33. Seville 12.00 14.00-16.00 30.00- 45.00 
34. Shelborne 10.00-12.00 14.00-18.00 32.00- 50.00 
35. Sherry Frontenac 8.00 9.00-11.00 
36. Shore Club 8.00 10.00-14.00 
37. Sorrento 6.00-10.00 6.00-10.00 
38. South Seas 6.00 8.00 14.00 
39. Surfcomber 6.00 8.00- 9.00 20.00- 30.00 
40. Surfside Plaza 8.00 10.00 
41. Traymore 7.00 9.00 
42. Versailles 10.00 10.00 


The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 


APPLICATION FORM FOR HOUSING ACCOMMODATIONS 


AAGP Housing Bureau 
P.O. Box 1511 
Miami Beach, Florida 


Other Type of Room 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO APRIL 1, 1961 


Please reserve the following accommodations 
for the AAGP Annual Scientific Assembly 
on April 17-20, 1961 in Miami Beach. 


First Choice Hotel.........................----- 
Arriving at Hotel (date) 
Leaving (date) 


Rate: From $ to $ 
Third Choice Hotel 
A.M. .. P.M. 


THE NAME OF EACH HOTEL GUEST MUST 


both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations) 
Name... 


Address 


City... State 


GP 


February 1961 


If the hotels of your choice are unable to 
accept your reservation, the AAGP Hous- 
ing Bureau will make as good a reserva- 
tion as possible elsewhere providing that 
all hotel rooms available have not al- 
ready been taken. 
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Wallace Laboratories, 


(carisoprodol, Wallace) 
Cranbury, New Jersey 


low-back patient | 


back on the 
payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
a. Get him back to his normal activity— 
an 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


# | muscle relaxant with an independent pain-relieving action 

= 
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CONTINUED FROM PAGE 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


*13: University of Kansas School of Medicine, course in 
“What’s New in Orthopedics,” University of Kansas 
Medical Center, Kansas City. (7 hrs.) 

*13-17: Pennsylvania chapter and Philadelphia chapter, 
course on physiologic basis of cardiovascular diseases, 
Albert Einstein Medical Center, Philadelphia. (35 hrs.) 

15-16: Indiana chapter, annual meeting, Murat Temple, 
Indianapolis. 

*16: Nebraska and Iowa chapters, et al, course in practical 
therapeutics, Sheraton-Fontenelle, Omaha. 

*16-17: Nebraska chapter and the University of Nebraska 
College of Medicine, course in gastroenterology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

16-18: Presbyterian Medical Center, “General Review 
Course for Practicing Physicians,” Presbyterian Medi- 
cal Center, San Francisco, Calif. 

20-22: Dallas Southern Clinical Society, Spring Clinical 
Conference, Medical Arts Building, Dallas, Tex. 

*20-24: University of Kansas School of Medicine, medical- 
surgical clinical symposia, University of Kansas Medical 
Center, Kansas City. ($0 hrs.) 

*22-24: University of Buffalo School of Medicine, course 
in allergy, University of Buffalo School of Medicine, 
Buffalo, N.Y. (21 hrs.) 

*24: Nebraska chapter and the University of Nebraska 
College of Medicine, course in physical medicine, Uni- 
versity of Nebraska College of Medicine, Omaha. 

*24: Toledo and Lucas County (Ohio) chapters, course in 
diagnosis and treatment of gynecologic disease in 
adolescence, Academy of Medicine, Toledo, Ohio. (1 hr.) 

*27-30: College of General Practice of Canada, scientific 
assembly, Queen Elizabeth Theatre and Hotel Van- 
couver, Vancouver. 

*27-31: Columbia University College of Physicians and 
Surgeons, clinical neurology, Mt. Sinai Hospital, New 
York City. ($0 hrs.) 
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*28-30: Nevada Division of the American Cancer Society, 
third annual cancer seminar, Riverside Hotel, Reno, 
Nev. (19 hrs.) 

*29: Indiana University School of Medicine, cancer sympo- 
sium, Indianapolis. (7 hrs.) 

*29: Rhode Island Heart Association, cardiovascular sym- 
posium, Sheraton Biltmore Hotel, Providence, R. I. 
(4 hrs.) 

*30: Nebraska chapter and the University of Nebraska 
College of Medicine, course in obstetrics, Lincoln. 

*30: Rochester General Hospital, “Recent Advances in 
Medicine,” Rochester General Hospital, Westside Divi- 
sion, Rochester, N.Y. (5 hrs.) 


APRIL 


*3-7: Columbia University College of Physicians and Sur- 
geons, course in gastroenterology, Mt. Sinai Hospital, 
New York City. (80 hrs.) 

*5-6: University of Buffalo School of Medicine, course on 
arthritis, University of Buffalo School of Medicine, 
Buffalo, N.Y. (14 hrs.) 

*5-7: University of Mississippi School of Medicine and 
Mississippi Heart Association, cardiovascular seminar, 
University Medical Center, Jackson. (20 hrs.) 

*10: Harris County (Texas) chapter and the University of 
Texas Postgraduate School of Medicine, course in dia- 
betes mellitus, Jesse ‘ones Library Building, Houston. 
(1 hr.) 

*10-12: University of Kansas School of Medicine, course in 
otorhinolaryngology, University of Kansas Medical 
Center, Kansas City. (17 hrs.) 

*10-15: University of Buffalo School of Medicine, course on 
anesthesia, University of Buffalo School of Medicine, 
Buffalo, N.Y. ($9 hrs.) 

*12-14: University of Kansas School of Medicine, course 
in ophthalmology, University of Kansas Medical Cen- 
ter, Kansas City. (17 hrs.) 

*13: University of Wisconsin Medical School, course on 
hematologic disorders in pediatrics, Wisconsin Center 
Building, Madison. (18 hrs.) 

*13-14: Columbia University College of Physicians and 
Surgeons, course in proctology, Mt. Sinai Hospital, 
New York City. (10 hrs.) 

16-21: American College of Obstetricians and Gynecolo- 
gists, meeting, Boston, Mass. 

*17-18: Nebraska chapter and the University of Nebraska 
College of Medicine, course in pediatrics, University 
of Nebraska College of Medicine, Omaha. 

*17-20: American Academy of General Practice, Annual 
Scientific Assembly, Miami Beach Auditorium and Con- 
vention Hall, Miami Beach, Fla. (14 hrs.) 
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Medically Accepted 


in so many restrected fat diets 


The page here reproduced appears in the Diet Manual 
of the hospitals associated with Northwestern Uni- 
versity Medical School, a distinguished teaching center. 


In diet manuals of medical 
teaching centers throughout the 
United States eggs are included in 
restricted fat diets. 

This suggestion is based on 
the high overall nutritional value of 
eggs. The quality of egg protein is 
a standard against which other 
food protein is measured. The ratio 
of saturated to unsaturated fatty 
acids in egg yolk is in keeping 
with present-day thinking on this 
subject. The vitamin-mineral 
content supplies essentials 
for daily needs. 

Eggs, one of the best sources of 
needed nutrients, fit into virtually 
every diet, including restricted 
fat, low sodium, low fiber, many 
other restricted diets, and of course 
the normal diet for all ages. 


The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 

Foods and Nutrition of the American Medical 

Association and found consistent with current 
opinion. 


Poultry and Egg National Board 


8 South Michigan Avenue, Chicage 3, Illinois 
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PHYSICIAN DELEGATES to the White House Con- 
ference on Aging urged that the new Kerr-Mills 
voluntary program for health care of the aged be 
implemented promptly and effectively. 

Addressing a preconference meeting of the 
physician delegates, Dr. J. Lafe Ludwig, Los 
Angeles, chairman of the American Medical As- 
sociation Council on Medical Service, described 
the Kerr-Mills law as a “historic milestone.” 

Dr. Ludwig pointed out that this legislation, 
sponsored by two Democrats, Sen. Robert S. Kerr 
of Oklahoma and Rep. Wilbur D. Mills of Ar- 
kansas, was supported in Congress by many 
members of both the Democratic and Republican 
parties. 

“In the opinion of the overwhelming majority 
of the physicians of America, this is an excellent 
law which can and will work and deserves every 
opportunity to do so,”’ Dr. Ludwig said. 

“The Kerr-Mills law is an efficient, economical 
way to make sure that every aged American 
who needs help to pay for the health care he re- 
quires receives such help. Let me emphasize that: 
It helps those who need help, but it doesn’t 
attempt to furnish assistance to those who don’t 
need help, who aren’t asking for it, and who 
would probably resent the offer if you made it. 

“The Kerr-Mills law is voluntary, not com- 
pulsory ; it makes the states primarily responsible 
for administration of the program, not the federal 
government; it bases its approach to the prob- 
lems of the aged on family and community re- 
sponsibility, and enables the non-needy to take 
care of themselves. 

“Tt would be a national tragedy—unfair to old 
and young alike—if we shelved this law for the 
so-called social security approach which would 
mean medicine controlled and administered by 
the federal government. Federal medicine would 
mean red tape, bureaucratic control and high 
costs. Most important of all, it would mean in- 
ferior medical care for the people whom we are 


trying to help.” 
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Washington 
Report 


Dr. Leonard W. Larson, Bismarck, N.D., 
president-elect of the AMA and chairman of the 
conference’s Health and Medical Care Section, 
said at the orientation session of his section that 
more emphasis must be placed on preserving the 
health of the nation’s aged who are not sick. 

“IT would not for a minute de-emphasize the 
importance of adequate care for those who are ill,”’ 
Dr. Larson said. “There is important work to be 
done in stimulating the expansion of home care 
programs and homemaker services—in develop- 
ing more and better nursing homes—in experi- 
menting with new methods of patient care—and 
in promoting the wise use of rehabilitation 
services. All of these deserve your careful at- 
tention. : 

“But the preparation, time and effort put into 
this White House Conference makes it imperative 
that we take a long-range view—that we plan for 
the years ahead when more and more millions of 
our people will be reaching advanced years—and 
that we devote our efforts to insuring that these 
added years will be ones of full, healthful living. 

“Our children, in particular, must realize that 
they are planning not for 60 or 70, but possibly 
for 80, 90, even 100 years of useful life.”’ 

Dr. Larson said that not enough attention is 
being given to keeping older persons healthy. 

“In a sense we are still reacting to disease, 
rather than acting for health,’’ Dr. Larson said. 

“‘We spend millions of dollars and hours devel- 
oping sound, well-based programs for care of the 
sick but at the same time we virtually ignore the 
vast opportunities for preservation and promotion 
of health. 

“In effect what we are doing is stamping out 
brush fires rather than clearing the undergrowth. 
We must do more than react to the minority of 
older persons who are ill—we must act for the 
great majority who are well. We must shift our 
emphasis from defense to offense.”’ 

Dr. Larson called for an increase in health care 
facilities and programs such as preventive screen- 
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DORIDEN: MORE. SUTEABLE: FOR MORE 
PATIENTS FOR MORE SATISFYING SLEEP 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and those 
who are unable to use barbiturates because of hepatic or renal disease. Onset of sleep 
with Doriden is smooth and gradual, usually with no preliminary excitation. Doriden 
acts within 30 minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, no “hang- 
over” or “fog,” because Doriden is ae metabolized. SUPPLIED: Tablets, 0.5 Gm., 
0.25 Gm. and 0.125 Gm. zasomx 

Complete information sent on Ge D ORID ENS 


(glutethimide c1Ba) 
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AMA Washington Report 


ing, “well-oldster’”’ clinics and periodic health 
examinations. 

But he added, “There must also be a whole 
new emphasis on the individual’s responsibility 
for his own health—on the basis of good nutrition, 
sufficient exercise and healthful living habits 
which he can, and must follow throughout his 
own life.” 

The AMA branded as false an allegation by 
Prof. Wilbur J. Cohen of the University of Michi- 
gan that organized medicine, private insurance 
and business interests had “‘captured” the White 
House Conference. 

In a statement issued in Chicago, Dr. E. 
Vincent Askey, Los Angeles, president of AMA, 
said: 

“Professor Cohen, for many years an exponent 
of socialized medicine, has only to look at the 
facts to know that his charges are false. 

“It is regrettable that Professor Cohen is pre- 
pared to distort the truth and engage in reckless 
smears in an effort to mislead the people. 

“The facts are these: The section of the White 
House Conference devoted to income mainte- 
nance—the section that will make recommenda- 
tions regarding financing health care costs of the 
aged—is divided into 14 work groups. Directing 
the activities of these work groups will be eight 
labor representatives, 17 sociologists and social 
welfare representatives, and 17 representatives of 
other groups including the public, industry, in- 
surance and one—I repeat, one—physician. 

“These facts speak for themselves. If anyone 
has a legitimate complaint regarding the choice 
of personnel directing the activities of this key 
section, it isn’t Professor Cohen.” 

_ Organized labor went all-out at the conference 
im campaigning for the social security approach 
and attacking the medical profession. 

Weeks before the White House Conference on 
Aging, President John F. Kennedy and Congres- 
sional Democratic leaders already had decided to 
include medical care for the aged under social 
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security as one of five top priority measures the 
new Administration would push in the 87th Con- 
gress this year. 

However, several prominent Democratic mem- 
bers of Congress reiterated their opposition to 
the social security approach and said they would 
fight it despite Kennedy’s position. 

“I’m for a medical program for every aged 
person not able to provide it for himself or her- 
self,”’ Senator Kerr said. ‘“But since whatever we 
have must be supported by taxation, it should 
be a general tax, not a limited tax like social 
security.” 

Sen. John J. Sparkman (D—Ala.) also lined up 
with Chairman Harry F. Byrd (D—Va.) of the 
Senate Finance Committee, who.earlier had said 
he was convinced that medical care for the aged 
under social security would lead to socialized 
medicine and possibly bankrupt the social se- 
curity trust fund. 

In a preinaugural conference, AMA officials 
pledged the cooperation of organized medicine 
in working with the Department of Health, Edu- 
cation and Welfare on a number of health pro- 
grams. 

Following the conference with the new Secre- 
tary of Health, Education and Welfare, former 
Gov. Abraham Ribicoff of Connecticut, Dr. 
Askey pointed out that the AMA “has always 
had a deep sense of responsibility for the health 
needs of the people and pledges its continued co- 
operation to the Department of Health, Educa- 
tion and Welfare to work for the best medical 
care for the nation.” 

Dr. Askey and the other AMA officials who 
conferred with Ribicoff also said they were ready 
and willing to assist in any way possible the im- 
plementation of the Kerr-Mills program for med- 
ical care of the aged. 

Dr. Askey termed the new program “a signifi- 
cant piece of legislation which is designed to pro- 
vide proper and complete care for those who 
really need help.” 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 

ers. While amphetamines and energizers may 
stimulate the patient —they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


wattace LABORATORIES / Cranbury, N. J. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 
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